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Skillfully illustrated by interesting case 
histories, this practical book is designed 
to help the reader prepare for the actual 
practice of clinical psychology, rather 
than simply to tell him abcut varieti 
of abnormality or theories of pi. 
Thus, it will contribute to the’ readers 
development and sensitivity, instead of 
merely furnishing him with knowledge 
about clinical psychology, 

Here, the major methods used by clinical 
psychologists are presented at a level 
suitable for students who are beginning 
the study of the subject. The treatment 
of the interview, projective methods, 
psychometric tests, and psychotherapy 
| not only gives a survey of the clinician’s 
work, but establishes a foundation for 
further specialized courses. 


| Stress is laid on using many different 
kinds of information about persons in a 
creative way, rather than relying upon 
‘mechanical, standard interpretations. 
| Case material is presented to help stu- 
| dents become more perceptive and more 
able to think like professional clini- 
| cians. Problems which demand creative 
E thought are interspersed throughout the 
text material. These problems often re- 
quire the student to continue to develop 
` points or applications that are started 
in the text but are deliberately left in- 
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. complete. 


Unique in such a book are the discus- 
sions on: the logic of prediction and the 
need and development of sensitivity to 
subtle actions and the appearance of 
people. A separate chapter is devoted 
to the integrated interpretation of a bat- 
tery of psychological tests. Because psy- 
chological clinicians must work with 
physicians, the author has included a 
special chapter on how physical and 
neurological examinations are conducted, 


J~ 


“ay 


yey 


Z7 


3o- 


McGRAW-HILL SERIES IN PSYCHOLOGY 


Currrorp T. Morcan, Consulting Editor 


n 


CLINICAL PSYCHOLOGY 
The Study of Persons 


McGRAW-HILL SERIES IN PSYCHOLOGY 
Currorp T. Morcan, Consulting Editor 


EEE EEE 


BARKER, Kounry, AND WRIGHT - Child Behavior and Development 
BartLey - Beginning Experimental Psychology 

Bium - Psychoanalytic Theories of Personality 

Brown - The Psychodynamics of Abnormal Behavior 

Brown AND GurseLLI > Scientific Method in Psychology 

Carrey - Personality 

CRAFTS, SCHNEIRLA, ROBINSON, AND GILBERT : Recent Experiments in Psychology 
Derse - The Psychology of Learning 

DorLard AND Miker - Personality and Psychotherapy 

Dorcus anp Jones - Handbook of Employee Selection 

Fercuson - Personality Measurement 

GuisELLt AND Brown > Personnel and Industrial Psychology 

Gray - Psychology Applied to Human Affairs 

Gray - Seyrlebey in Industry 

Gumrorp > Fundamental Statistics in Psychology and Education 
Guttrorp - Psychometric Methods 

Hame - Psychology in Management 

Hirsu - The Measurement of Hearing 

Hurrock - Adolescent Development 

Hurtock - Child Development 

Hurxock « Developmental Psychology 

Jounson - Essentials of Psycholo; 

Karn anD Gmer - Readings in Industrial and Business Psychology 
Krecu AND Crutcurtetp - Theory and Problems of Social Psychology 
Lewin : A Dynamic Theory of Personality 

Lewin - Principles of Topological Psychology 

MAIER AND SCHNEIMLA : Principles of Animal Psychology 

Mutter - Experiments in Social Process 

Mitter - Language and Communication 

Mistak AND Staupt - Catholics in Psychology: A Historical Survey 
Moore - Psychology for Business and Indust: 

MORGAN AND STELLAR - Physiological Psychology 

Pace - Abnormal Psychology 

ReyMert Feelings and Emotions 

Ricuarvs - Modern Clinical Psychology 

SrasnoreE - Psychology of Music 

Srwarp - Sex and the Social Order 

SHaFFeR AND Lazarus : Fundamental Concepts in Clinical Psychology 
StzceL : Nonparametric Statistics: For the Behavioral Sciences 
Sracner > Psychology of Personality 

TownseNp > Introduction to Experimental Method 

Vinacke « The Psychology of Thinking 

Wa ten - Clinical Psychology: The Study of Persons 

ZUBEK AND SOLBERG - Human Development 


John F. Dashiell was Consulting Editor of this series from its inception in 1931 
until January 1, 1950. 


The Study of Persons 


Richard W. Wallen, Ph.D. 


ASSOCIATE PROFESSOR OF PSYCHOLOGY 
WESTERN RESERVE UNIVERSITY 


CLINICAL PSYCHOLOGY 
| 
| 


McGRAW-HILL BOOK COMPANY, INC. 
New York Toronto London 


1956 


CLINICAL PSYCHOLOGY: THE STUDY OF PERSONS 
Copyright © 1956 by the McGraw-Hill Book Company, Inc. Printed in the 
United States of America. All rights reserved. This book, or parts thereof, 
may not be reproduced in any form without permission of the publishers. 


Library of Congress Catalog Card Number 55-11987 


8.0.5 * É, wed sone 


pap oe E 


Ace Na. 


Preface 


A first course in clinical psychology can hardly lay claim to any distinctive 
content. Although the clinical trainee needs many kinds of information, 
most of them are supplied by courses with other titles. Thus, abnormal 
psychology, personality theory, testing, and research methodology may 
all be considered clinical courses. Clearly, however, a clinician is some- 
thing more than a specialist in these areas of study; he is a practitioner, 
one who applies his information. 

Courses in clinical psychology, then, should help students put their 
knowledge to work. Since this can be done in many ways, first courses 
in clinical psychology vary greatly in their informational content. Some 
are essentially courses in differential diagnosis, others stress intelligence 
testing, and still others deal mainly with behavior problems in children. 
Perhaps the most useful kind of course, however, is one which attempts 
to develop skill in eliciting and integrating many kinds of data about a 
single person. 

I have tried to write this book around the idea that the first clinical 
course should aid students to think creatively about the many kinds of 
data obtained in studying persons. I have pointed out some of the practical 
problems faced by clinicians and have suggested Ways of thinking about 
dress, gesture, case histories, and psychological tests. I have also tried 
to give the student a foundation for further and more specialized courses 
in clinical methods. Seriously disturbed cases are not emphasized because 
it seems to me that the clinical method should be taught as a way of 
understanding all kinds of people. It is not just the practical side of ab- 
normal psychology. 

While writing, I have kept the professionally oriented student of psy- 
chology foremost in my thoughts; but there is much that will interest stu- 
dents of educational administration, of personnel work, or of social work. 
Many of them will work with clinicians someday, and they may be con- 
ducting interviews and interpreting background data themselves. They 
should find profit in a course using this text. 

As teachers we are not entirely sure when students should be introduced 
to clinical psychology. Appropriate placement depends on both the for- 
mal education and the life experiences of the students. In some schools, 
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the course is given to advanced undergraduates; in others, it is offered 
only in graduate school. Consequently I have tried to write in a way that 
would be roughly suitable for either advanced undergraduates or first- 
year graduate students. My assumption is that students using this text 
will have some background in abnormal psychology, psychological test- 
ing, and the psychology of personality. Obviously, however, some parts of 
the book will be too easy for some classes and too hard for others. Some 
teachers will want to spend more time on the problem of prediction, and 
others will want to supplement the treatment of projective methods. 

At his best, a clinician seeks to understand people rather than to classify 
cases. To do this he must be a sensitive observer of clients and of himself. 
He must be skillful in eliciting useful information. These sensitivities and 
skills are not conferred by the study of books on psychology. Given intelli- 
gent students, such achievements depend largely upon guided experience 
and upon overcoming repressions that have desensitized them or ham- 
pered their creativity. A textbook cannot do these two jobs. Dealing with 
words and ideas cannot substitute for dealing with people. But I hope 
this book will draw the student's attention to himsel 


studies in a way that will make his ex 
ful. 


I think that students can be helped somewhat to gain sensitivity and 
the ability to think creatively by trying to solve the problems met in 
interviewing and in interpreting projective test data. Therefore, I have 
interspersed problems throughout the text. They are meant to initiate 
clinical thinking, speculation, and interpretation, rather than to recall 
the points that have been made. Some are too difficult for students in the 
first clinical course, and some have no sing 
believe that they are thereby less valuable, 
semble problems actually met in clinical wo 
serve to stimulate teachers to create additi 
have only hinted at what can be done to 
viewing, observing, 
tests. 

Although I have not attempted extensi 
have referred to a sufficient number of 
to orient students who want more information. For the most part the 
end-of-chapter references, cited by number throughout, will be available 
in the average college library and can serve as reading lists or as starting 
points for the detailed study of special topics. 

A clinical psychologist must depend upon some theo 
for his final, explicit formulations. Currently, 
acceptable to most clinicians. Freudian princip 
ideas of Karen Horney and H. S. Sullivan are al 


f and to the people he 
periences clearer and more meaning- 


le correct answers, I do not 
for in these respects they re- 
rk. Perhaps the problems can 
onal ones of their own; for I 
provide experiences in inter- 
and in interpreting drawings, written material, and 


ve documentation of the text, I 
primary and secondary sources 


ry of personality 
no single theory seems 
les are popular, but the 
so influential, Many clini- 
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cians are trying to adapt psychological learning theory to clinical work, 
especially in the field of psychotherapy. I suppose this book leans toward 
neo-behaviorism. Even in the chapters on psychotherapy where subjective 
experience is stressed, there are traces of it. But the book is not so clearly 
oriented toward one viewpoint that it cannot be used by teachers who 
are persuaded differently. 

I have introduced a number of ideas from social psychology. We know 
now, I think, that the study of persons cannot be carried out without 
taking culture and community into account. The structure and aim of 
the public school is just as much a fact in the lives of most people in the 
United States as is the law of gravity. And the small, crowded urban family 
leaves its special mark on the individual. The clinician needs to be aware 
of these cultural givens in order to understand his client. 

I should like to have written more explicitly on the way that clinicians 
integrate their various data. I do not think I am equipped to write it. 
The way that facts and fantasies finally fit together is too subtle and, 
so far as I know, too unexplored to describe in a manner helpful to stu- 
dents. Perhaps it resembles a multiple regression equation; but I don’t 
really believe that, because the presence of one variable transforms a 
clinician’s perception and use of others. In several places I have tried to 
show how clinical inferences can be made. The trouble is that clinicians 
rarely seem to draw deliberate formal inferences. Rather, their understand- 
ing emerges without forcing; then the data are checked more analytically 
to decide whether the understanding is correct. 

My thanks are due to many people who have contributed to this text 
directly or indirectly. Continuously, I have interviewed my inner con- 
sultants, those images and memories of teachers, friends, and colleagues 
who help me speculate about people. There are all the students who keep 
asking questions that make me reexamine my assumptions. There are the 
therapists who helped me recover some sensitivity. And there are the 
clients who involved me in their living, let me feed upon data they pro- 
vided, and made me realize that clinicians study persons rather than be- 
havior. 

I also want to acknowledge my debt to Western Reserve University 
for granting me a leave of absence to make the completion of this book 
possible, My colleagues in the Department of Psychology have unwittin gly 
contributed much to my thinking by their willingness to discuss psychologi- 
cal issues with me even when I had not clearly formulated them, 

Miss Marjorie Taylor devoted great care and skill to preparing the 
final copy of the manuscript, and I appreciate her effort. 

My special gratitude goes to several people: to Dr. Henry Haines 
for teaching me that the uniqueness of people defies our neat schemes of 
classification; and to Dr. Marjorie Creelman for spending many patient 
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hours helping me to trust my own perceptions, feelings, and wants. Special 
gratitude is far from enough, however, to express to my wife for teaching 
me that there is more to people than science describes, for her encourage- 
ment, and for her help in reaching some directness and clarity in the 
writing. 


RIcHARD WALLEN 
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CHAPTER 1 


The Study of Persons 


For centuries the study of persons has interested thoughtful people; only 
recently has it come to be a practical and primary occupation. In the last 
century great energy has been invested in the study of man, but rela- 
tively little has been expended on ways to study a man—concrete, par- 
ticular, and unique. Scientists have mainly concerned themselves with 
variables, with diseases, with social structures, with general principles 
and laws. Even that part of psychology that came closest to the indi- 
vidual, the psychology of individual differences, found out more about 
the differences than about the individual. We do not intend to disparage 
the real advances that have resulted from the creation of abstractions 
and generalities; that is the proper task of scientists. We are emphasizing 
the point that the study of persons is not the same as the study of organs, 
conditioned responses, problem solving, or social structures. Knowledge 
about these areas of investigation is indispensable for the expert study 
of persons; but the study of the individual requires that this knowledge 
be applied to the doings, sayings, and surroundings of a particular person 
with a history of his own. 

Perhaps writers, particularly novelists, have devoted themselves more 
completely to the observation of individuals than has any other group. 
With innocent disregard for academic distinctions, they follow their 
heroes through sickness and health, conflict and certainty, war and peace, 
and show them as unique centers of social events. Since novelists and 
dramatists have no direct responsibility for their subjects, they have a 
freedom to err, to omit, and to invent which is not permitted the expert 
who must deal with the distress of real people. For writers want to create 
interesting and moving stories and to meet artistic requirements that do 
not concern practical specialists. Nevertheless, you can learn from writers 
the largeness of view and the concreteness of detail needed to understand 
one human being. 

Four qualities of great novels stand out as guideposts for the study of 
individual persons. In the first place, the great novelist shows his central 
character as part of a social network. The person is revealed, in part, 
by his relationships with people and by his use of these relationships to 
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get what he wants. In the second place, the person in literature is viewed 
over a period of time. Hardly ever does a novelist content himself with 
describing a central person in cross section at one moment of his life. 
Writers find, or else create, a sense of continuity between one weck and 
the next, between one year and the next. Thirdly, writers are concerned 
with the coherence and the unity of the person as he participates in the 
varied activities of living. And fourthly, the novelist strives for concrete- 
ness of detail. He may be selective and inventive, but he sees to it that 
individuality is finally expressed in the specific acts and words of his 
character. 

The free-ranging and detailed studies of persons by literary writers 
often yield penetrating insights that make the reading of literature re- 
warding to anyone who wants to understand people. Reik reminds us of 


these insights by discussing a case of a woman with insomnia, obsessional 
ideas, and a hand-washing compulsion. He says: 


Hers was a simple and rather common case, very well understood today— 
thanks to Freud—but misunderstood or not understood by the psychiatrists of 
his time. Who understood it? A poet by the name of William Shakespeare, 
who presented the identical case on the stage four hundred years ago. At 
least the Doctor of Physic who observes Lady Macbeth confessed: “This dis- 
ease is beyond my practice,” whereas the psychiatrists of 1907 would have 
treated it. . . . What the physicians until Freud did not understand, a play- 
wright who had not studied medicine did understand. He recognized the hid- 


den motives and mechanisms of obsession neurosis more clearly and deeply 
than did the psychiatrists four hundred years later (9, p. 103). 


Insights from literature are hardly enough, however, to serve as a basis 
for studying and helping people. We need, at least, a body of empirical 
generalizations derived from actual work with persons; and, ideally, we 
need systematic generalizations based on scientific investigations, For- 


so have a few methods 
al observation. 


ginning of psy 
end of the nineteenth century, psychiatric interest centered around diag- 
nosis and disease, not persons, Yet both psychology and psychiatry were 
intimately involved in the rise of conce 


\ rn with persons. Without trying 
to give the history of what happened around the turn of the century, we 


shall suggest some influences and trends of thought that contributed 
most to the study of persons. 
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One of the important influences in the development of the profes- 
sional study of persons was the work of Sigmund Freud. As physician, he 
was concerned with relieving the distress of patients, particularly those 
whose complaints had no obvious organic basis. As he worked with un- 
happy, neurotic people he began to inquire more and more into their 
thoughts and feelings, their early life, and their relationships with others. 
It is true that, as the first psychoanalyst, Freud could be thought of as 
interested mainly in “the unconscious” and in the irrational basis of symp- 
toms. But his method of inquiry and his insight into causal relationships 
led him inevitably, as it seems now, into the study of his patients’ lives. 
In the famous case of Dora, reported in 1905, Freud remarks: “It follows 
from the nature of the facts which form the materials of psycho-analysis 
that we are obliged to pay as much attention in our case histories to the 
purely human and social circumstances of our patients as to the somatic 
data and the symptoms of the disorder” (8, pp. 39 £). This statement 
appears tame enough now, half a century later, but it was far from con- 
ventional when it was made. And it was this willingness to follow where 
the paths of free association led that resulted in the intensive studies of 
individuals, perhaps more intensive than any made before that time. 

Around the turn of the century, another neurologist who had turned to 
psychiatry began to emphasize the study of persons. Adolph Meyer 
urged that American psychiatrists give up a preoccupation with supposed 
organic disturbances and heredity in behavior disorders; he encouraged 
them to study in detail the facts of the patient’s life and his development 
instead. He refused to study “mind” in the limited way it was defined by 
most academic psychologists. In 1908 he argued against the artificial 
division of activity into mental or physical. 


Mind [he said] . . . is a sufficiently organized living being in action; and 
not a peculiar form of mind stuff. A sufficiently organized brain is the main 
central link, but mental activity is really best understood in its full meaning 
as the adaptation and adjustment of the individual as a whole, in contrast to 
the simple activity of single organs such as those of circulation, respiration, 
digestion, elimination, or simple reflex activity (6, p. 172). [By 1917 he had 
come to define the sphere of psychiatry as the study of the patient as a per- 
son]: . . . that whole which we know as the personality of the patient, the 
subject of the life history, the entity to which we as physicians appeal when we 
give advice and map out a routine behavior and adjustment; that entity which 
we try to bring into health- and success-bringing relations with ourselves, the 
environment, and personal life problems (6, p. 406). 


Here we can see, even more clearly than in Freud’s work, a broadened 
perspective as to the kinds of facts to be sought by professional helpers 
and a deliberate centering on the person as the point of concern. 

Another one of the roots of the study of persons is the beginning of 
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inical psychology in 1596. Lightner Witmer, at the University of Penn- 
a oe es in that year to study a poor speller (4). In the same 
year, he made a formal announcement of his conception of the clinical 
method in psychology, and in 1908 he founded a journal called The Psy- 
chological Clinic. Other psychologists became interested in the study of 
the individual and established clinics (7). This phase of the development 
of clinical psychology was marked by concern with educational problems 
and so, quite naturally, with children as patients. The emphasis on per- 
sonal difficulties connected with schooling was strengthened by the ap- 
pearance of the intelligence test in 1905 in France. A translation of the 
1908 revision of the Binet-Simon scale was made by Goddard in the 
United States, and by 1916 Terman had worked out a thoroughgoing 
revision of the test which was suitable for the examination of school 
children in this country. 

The introduction of quantitative methods for the study of the individ- 
ual certainly ranks as one of the chief contributions of psychology to 
clinical work. In fact, the clinical psychologist was actually regarded as a 
“mental tester”; in the two decades following Terman’s revision, the study 
of persons by psychologists too often degenerated into the study of test 


scores. Occasionally, it still happens that a clinician loses his perspective, 


but most professional workers use tests as aids, not ends, in the study of 
individuals. 


Another influence leading to the study of persons has been the develop- 


ment of social work as a vocation. Prior to the early years of the twentieth 
century, social workers were concer 


sistance to needy and distressed 
money, food, or clothing, 
that these “gifts” were d 
them. As experience in r 


ned almost entirely with giving as- 
persons. This assistance was usually 
and the early social workers wanted to be sure 
elivered to people who were truly deserving of 


elief agencies accumulated, social workers came 


» and they discovered that others became increas- 
ingly unable to help the 


more, when social workers turned the: 


ents. The modern 
e is only one kind of help; 
p should be given, its kind 
ying the individual client. 

e three streams of influence 
Ited in occupations having 


and he knows, too, that the way in which hel 
and amount, can be determined only by stud 

The Study of Persons as an Occupation, Th 
we have briefly mentioned have finally resu 


The Study of Persons 5 


common concerns and common methods. If you were to observe psychia- 
trists, clinical psychologists, and social caseworkers as they deal with 
their clients, you would find that it is often hard to distinguish among 
them. Of course, you would soon discover that the special training given 
to each professional group had left its mark. Each kind of specialist 
would have proficiencies and information not found in the others. But 
there would also be a clearly discernible common orientation among them 
that marks them as professionals in the study of persons. Let us note 
some of the features of this common approach. 

1. Their work is directed toward an immediate and practical end. They 
are concerned with producing some change in the person and his human 
relationships. They are not primarily concerned with the development of 
general principles of human conduct and personality, although they may 
formulate such principles as a secondary function. In this respect, their 
occupation differs from the work of scientific investigators who are con- 
cerned with long-range problems, theory building, and the establishment 
of general principles. 

2. Their work is guided by ethical considerations as to the kinds of 
human changes that are desirable. The ethical values may not have been 
clearly formulated by the specialist, but they are implicit in both the ends 
he secks and the methods he uses. Even though he may deny that his aim 
is to do more than help people become happy and effective, the specialist 
is thus expressing his conception of certain desirable values. When a 
consultant agrees to study and assist a person who is depressed and 
suicidal, he is subscribing to an ethical conception that regards suicide as 
undesirable. If he believes that certain information given by his client 
should not be disclosed to others, his belief expresses an ethical code. In 
this respect, the study of persons is similar to other professional occupa- 
tions, although it has special ethical problems of its own. 

3. The center of attention in the study of persons is the individual, not 
a subject-matter area. The whole range of his functioning is the source 
of potential data for understanding him. Consequently you will find the 
professional consultant investigating such diverse things as nutritional in- 
take and literary preferences. He feels justified in considering physiolog- 
ical, intellectual, cultural, emotional, and sociological facts about the lives 
of his clients. These facts do not all have equal significance in every case. 
In some instances physical disease or defects will be more important than 
any other consideration, but in others the sociological facts will have the 
greatest relevance for the practical goal. The point is that the student 
of persons holds himself ready to incorporate many kinds of information 
into his final conception of the person he studies. 

4. The professional consultant considers the social realities of the hu- 
man environment. Whether he is psychiatrist, psychologist, or social 
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worker, he is interested in the persons with whom his client interacts, in 
the opportunities afforded him by the community, and in the demands 
imposed by the social group and its customs. No study of a person can 
afford to investigate only the inner biological and psychological workings 
of the individual without regard for their relationship to the social en- 
vironment; for it is in this setting that the difficulties of living are noticed, 
The problems of persons are distinguishable from other kinds of prob- 
lems because they have social outcomes. 

Some Consequences of This View. We gain some advantages by adopt- 
ing the person as the focus of attention. In the first place we can adopt a 
view toward the mind-body problem which Stern (11) calls “psycho- 
physically neutral.” Instead of parceling out observations under the du- 
bious headings of “mental” or “physical,” you can devote yourself to the 
understanding of the doings of a person. You attempt to perceive his total 
behavior in the light of his history. When you study some emotion, say 
hatred, the changes in blood pressure, the restless activity, and the plans 
for revenge are all part of the pattern. You need not assume that you are 
observing surface evidence of a mental state. 

Cancer is clearly a “physiological” disorder, but if the victim knows he 
is doomed by it we shall observe emotional changes and perhaps even 
changes in religious beliefs. Religious belief is clearly “psychological,” 
but did it not play an important role in the “physiological” death of 
martyrs? The student of persons, faced with such interre 
hardly assume that he is studying “mind” or “body.” In 
psychological literature, you will meet with expression 
orders of the psyche.” Such phrases are awkward and i 
actually refer to disorders of the person. A psychophysically neutral view 
aids in discovering a variety of causes and effects in any human problem. 
Some are cultural, some are intellectual, some physiological, some emo- 
tional. 

A second advantage of placing the person at the center of interest is 
that it provides a way of integrating the contributions of specialists with 
different backgrounds. No one field of knowledge has sole ownership of 
the study of persons; different human problems require the services of 
differently trained consultants. Since it is hard for one person to master 
the intricacies of a number of different fields of knowledge, the obvious 
way to proceed is to use a team of specialists. This practice has been 
followed in mental hygiene and child-study clinics for many years. In 
the usual team of psychologist, psychiatrist, and social worker each per- 
son contributes what he can according to his training, experience, and 
special inclinations. Sometimes administrators assign tasks to team mem- 
bers on the basis of incorrect and stereotyped conceptions of their skills. 
It may be assumed, for example, that psychologists should do testing and 
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psychiatrists should carry on psychotherapy. Such a view overlooks indi- 
vidual proficiencies and special abilities in favor of traditional distinc- 
tions. A more defensible position is that the responsibility for various 
cases should be assigned on the basis of the characteristics of the client 
and the special talents of individual clinicians. Some experts in each of 
the three fields will have particular skill in diagnosis, others in research, 
others in treatment, and so on. Each clinic or agency must decide how its 
manpower resources can be most effectively deployed. 

Often the team will need the services of other specialists such as speech 
therapists, teachers, lawyers, or dentists. It is not feasible to keep all 
these specialists on the staff of a single agency, but clients can be re- 
ferred to them for special study or treatment. In such cases, effort should 
be made to integrate the outside consultant into the team. Case confer- 
ences can help each team member to see his own findings in the light of 
the total information about the client. 


THE AIMS OF THIS BOOK 


In the chapters that follow we shall try to present the study of persons 
from the viewpoint of clinical psychology. The book tells how clinicians 
trained in psychology can contribute to the understanding of people. 
Other kinds of clinicians would be able to supply useful methods of a 
different sort, but there is undoubtedly some overlapping in both method 
and knowledge. 

The procedures discussed in the book are not intended to be used 
solely with abnormal persons, although clinical psychologists are usually 
more concerned with such people. Increasingly, clinical methods are re- 
garded as methods for the intensive study of individuals, whether or not 
they show behavior disorders. Vocational counselors are not satisfied to 
measure and interpret abilities and interests without trying to understand 
the persons they counsel. Industrial psychologists use clinical methods in 
selecting executives and managers. Even consumer-preference studies 
sometimes use modified clinical methods to find the key factors in prod- 
uct acceptance. There are good reasons for thinking that clinically trained 
psychologists can make valuable contributions in many places besides 
clinics and mental hospitals. 

The chief aim of this book is to help you develop your ability to think 
critically and creatively about persons. We hope you will be able to ask 
more significant questions about people when you have finished it. You 
should also be able to see possible meanings in apparently insignificant 
facts. You may find that you can write a better sketch of the personality 
of an individual you have studied. To help you acquire these profi- 
ciencies, we have interspersed problems among the chapters. These prob- 
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lems are part of the task of reading the book. They are ooi meant to na 
whether you have learned the specific material in the text; they = e- 
signed to give you exercise in thinking like a clinician. Occasiona y 
problem makes a point that has not been treated in the text, but most e 
the problems give you a chance to start thinking about applications o 
the ideas you have read. In other words, we have tried to construct this 
book so that your participation is required if you are to learn the begin- 
ning steps in clinical psychology. If your goal is limited to learning about 
clinical work, simply reading over the problems will do. But if you want 
to begin to do clinical work, you should write out your answers. 
Another purpose of this book is to acquaint you with some of the tools 
used in the study of persons. You will be ask 
of various kinds and s 


quired in actually dealing 
g. To meet clients in a friendly way, to be 
able to conduct an interview gracefully, or to administer a test without 
fumbling requires practice. Reading will not make you skillful, Real 
practice, critically evaluated, is an essential part of your training. You 
can make a beginning in acquiring these skills by getting nonclinical 
experience in dealing with people. For example, camp counselors and 
playground supervisors have many opportunities to learn how their be- 
havior affects children and how to acquire poise in dealing with them. 
Other opportunities can be found in social-welfare agencies, industrial- 
employment offices, individual tutoring, and interviewing for public- 


opinion polls. Even assisting in the collection of data for psychological 
experiments can help you discover your strengths and weaknesses in 
face-to-face relationships. 


PEOPLE WHO STUDY PEOPLE 


students of human 
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Studying a Friend. Fred Norton? is thinking about asking Dottie to 
marry him. Fred is twenty years old, a high-school graduate, and is 
working as a clerk in a men’s clothing store. He has dated Dottie a good 
deal in the last year and has spent a half-dozen evenings with her family. 
Since his own family frowns on divorce, he wants to be sure that his mar- 
riage will last and that Dottie is “the right girl.” He feels that he knows 
her pretty well. She was in the high-school class following his own, and 
he knew her in school even before he began dating her. 

Fred knows her tastes in clothes, foods, and movies. He knows what 
things upset her and what things please her. He knows a little about her 
attitude toward sex and having a family. He calls Dottie “good com- 
pany” and “a lot of fun.” He is sure that she loves children and will be a 
good mother. On the surface, Fred seems to know her pretty well, and 
you may think that there is little he couldn’t discover about her. 

How did Fred get his information? He has talked with her, kissed her, 
talked with her parents, and discussed her with friends. He has ob- 
served her in different situations. Actually, however, there are a good 
many things he doesn’t know about her. Some things Fred will not learn, 
because he cannot ask certain questions. Discretion prevents some ques- 
tions, such as those about her menstrual history or about mental dis- 
order in her family. Other questions will never be asked, because Fred 
doesn’t know enough about people to ask them. 

Many facts that Fred does know are without significance for him. He 
knows that Dottie’s grades in high school were consistently below aver- 
age, although she studied about as much as average students. This fact 
raises no questions about Dottie’s intelligence, because Fred simply as- 
sumes that she wasn’t interested in school. Then, too, Fred has been told 
that she was pretty ill several years ago. She was out of school nearly 
a month suffering from “exhaustion due to overwork.” It has not occurred 
to Fred to question this rather vague explanation, 

Because Fred’s own feelings are deeply involved, he cannot interpret 
relationships that he might have understood under other conditions. 
Dottie and her mother have quarreled frequently, and, naturally enough, 
Fred’s sympathies are with his girl. Privately he thinks marriage may be 
good for Dottie, since it will take her away from her mother’s nagging. 
He does not see that she is emotionally dependent upon her mother to 
a degree that could seriously affect her married life. 

Our example is intended to show that intimate acquaintance with an- 
other person does not necessarily lead to a rich understanding of that 


1 People in many of our examples will be given names. These names are not in- 
tended to refer to actual persons. Possibly some examples will seem to refer to people 
you know, but that will be due to coincidence. 
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person. Indeed, a very close relationship may make it harder to under- 
stand him. Whether Fred is right or wrong in his judgment of Dottie, 
he must eventually make a decision about marriage. The decision which 
he makes will implicitly contain a prediction, perhaps a vague one, 
about Dottie and her future. 

Psychological Research. John Marden is in his last year of graduate 
work in psychology and is collecting data for his doctoral dissertation. 
He wants to find the reasons why students fail in college and hopes 
that his findings may help failing students. He is twenty-six, unmarried, 
interested in chess and photography. He prides himself on his 
scientific approach to this research. 

He has constructed an autobio 
main information about his sub 
test scores, the intelligence 
jects. After he has made a 
and failing groups, he will 
reasons for failure, 

Marden’s data sheets cannot include certain kinds of information that 
Fred Norton could easily get. Fred has actuall 
“subject,” and he has spent lon 


objective, 


graphical questionnaire to furnish the 
jects. He also plans to use the interest- 
-test scores, and the grade records of his sub- 
detailed analysis of the data from his passing 
be able to draw some conclusions about the 


the grades she h d d 
in college. Dr. Green had no adv; : ae 
Ted to talk about his feelings. 

The next interview turned out to be the last one. 


he had finally brought himself to discuss the whole 
and that he felt better about th 
and that he could work out an 


Ted reported that 
matter with his wife 
ings. He felt that he was studying better 


y remaining problems with his wife, 
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During these three interviews Dr. Green obtained a good deal of 
information about Ted. Probably the actual facts he possessed about 
his client were fewer than Fred Norton possessed about Dottie. On the 
other hand, he drew conclusions that Norton could not have reached. 

When Green’s information is compared with the information Marden 
collected about one of his subjects, it is clear that in many ways Marden’s 
information was more precise. Green did not have Ted’s actual test 
scores to assist him. But Green could see interrelationships among the 
facts in a way that Marden could not. Furthermore, he obtained informa- 
tion about Ted’s feelings and desires which could not usually be obtained 
on tests and questionnaires. 

Dr. Green had a number of decisions and predictions to make during 
these three contacts. He had to come to some conclusion about the 
seriousness of Ted’s difficulty, about Ted’s ability to do college work, 
and about the probable stability of the marriage. He also had to decide 
whether or not he was capable of helping Ted, whether any tests were 
needed, and whether Ted’s wife should be interviewed. These decisions 
could be made without the intense emotional involvement of Norton, 
but they had to be made with reference to the welfare of his client. 

Comparison of the Three Orientations. These three people—the non- 
specialist, the scientist, and the consultant—are all dealing with people. 
Each collects data, draws conclusions, and comes to decisions, But 
there are differences in: 

1. The kind of data available to each observer 

2. The relationship between the observer and his subject 

8. The degree to which each observer is personally involved in the 
outcome of the study 

4. The immediate goals of the study 

We should add one other difference that arises at the level of the 
verbal formulations made by each kind of observer. The nonspecialist 
is primarily interested in limited generalizations applying to one person 
at a time. His statements are like this: “John does not like parties but 
he wants to learn to dance.” The consultant seeks wider generalizations 
but limits them to one person at a time: “John is fearful of social situa- 
tions but desires social approval.” The scientist reaches his goal when 
he can make even more general statements: “Simultaneous approach 
and avoidance tendencies lead to vacillating behavior.” In this kind of 
statement, all reference to particular individuals has disappeared; it is 
a statement about the relationship among variables. 

Our illustrations have been overdrawn to emphasize the distinctive 
qualities of the three kinds of study. Actually consultants often do re- 
search work, and investigators may use clinical methods in gathering 
data. You should keep the two functions separated in your thinking, 
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however. In actual practice, the clinician must often sacrifice necessary 
research controls to insure the welfare of his client. Then his observa- 
tions cannot serve to prove an hypothesis; they serve only as suggestive 
evidence in favor of it. 


VARIETIES OF CLINICAL WORK 


Clinical psychologists are engaged in many types of work. The specific 
details and immediate aims of their work differ from job to job, but they 
also have a good many tasks in common. The mos 
of the kinds of clinical work available has been 
(10). His analysis covers twenty-eight kinds of psychological positions, 
and lists the duties, qualifications, advancement possibilities, and range 
of income for each one. In order to show you what vario 
are called on to do, we shall draw u 
different positions, 

College Counselor. These specialists help students to select courses 
in accord with their plans and abili 
dents who are on prob 
tional guidance in a c 
views, grades, reports 
clients. Often they m 
that a particular stud 
time to do psychother 
ing interviews with 


t adequate account 
presented by Shartle 


us clinicians 
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ge of an employment agency for student part-time 
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tions in a client would influence ice could result 
in referring the client for treatment, 

Psychologist in Penal Institutions, This s 
of test administration to groups of prisone 
of the test results for the prisoners’ 
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about parole. The psychologist attends staff meetings and supplies in- 
formation about the prisoners that is helpful or required. He also works 
with other specialists in planning for cases of physical handicap or 
psychiatric disturbance. Research on psychological problems peculiar 
to prisons often occupies some of his time. 

General Clinical Psychologist. The general clinical psychologist often 
works in a “mental-hygiene clinic,” in an institution for the feeble-minded, 
or in court. Sometimes institutions for special purposes, such as drug- 
addiction hospitals, orphans’ homes, or schools for the blind or deaf, 
employ a clinical psychologist. Although there is wide variation in the 
amount of time devoted to various duties in these different settings, a 
primary task is usually the preparation of case studies. The psychologist 
conducts interviews, gives and scores tests, and integrates his findings. 
At times he gives vocational guidance; at other times he conducts psy- 
chotherapy for individual clients. Many times he is asked to advise 
administrators and teachers about educational and training programs 
for individuals he has studied. In a good many clinics, the psychologist 
must supervise the training of student clinicians, evaluate their progress, 
and hold conferences with them about their work. 

Psychologist in Mental Hospitals. This kind of position also requires 
case reports as an important duty. The psychologist may not take a com- 
plete case history but usually has it available from hospital files. He 
has a good deal of testing to do, and he presents the data he gathers 
to case conferences, to aid in diagnosis and treatment planning. He has 
the responsibility for keeping records and filing test and interview data. 
Occasionally he may make surveys of accumulated information in the 
files for some special purpose. He may collaborate in carrying out voca- 
tional therapy, speech therapy, and reeducation. Sometimes the hospital 
psychologist engages in individual or group psychotherapy. Planning 
and carrying out research investigations is often part of the job, par- 
ticularly where there is a large staff. If student psychologists are being 
trained, the clinical psychologist may supervise their work or assist them 
in planning research. 

Other Kinds of Positions. Of course, there are a good many other 
positions requiring training in clinical psychology. Child psychologists 
or school psychologists obviously have a good many responsibilities of 
a clinical nature. Even in industrial psychology, a clinical psychologist 
can make contributions to the intensive study of executive personnel. 
Clinical psychologists may have positions with agencies that are primarily 
concerned with parent education or the education of the general public 
in understanding emotional problems. 

In contrast to these jobs, many positions do not require a fully trained 
clinician but do need people with a substantial knowledge of the psy- 
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chological clinician’s approach. Among the educational occupations, 
such positions include: dean of men, dean of women, high-school prin- 
cipals, and counselors. In the industrial field, personnel workers, coun- 
selors, and some industrial physicians are concerned with individual 
psychological problems. Indeed, people in any position that requires 
understanding the individual as a whole can profit from knowing how 
clinicians do their work. 

Activities Common to Clinicians. As you read the descriptions of 
clinical work, you probably saw some duties that were common to nearly 
all the jobs. We can summarize them this way: 

1. Administering and interpreting tests 

2. Interviewing to find data for describing personality 

8. Interviewing for counseling, guidance, or therapy 

4. Writing and presenting case reports 

5. Conferring with other specialists 

6. Interviewing 


relatives and other persons especially interested in 
the client’s welfare 


clinical psychologist, The am ed to each one, however, 
will differ widely in different jobs. 


PREPARATION FOR CLINICAL PSYCHOLOGY 
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tions and conclusions in writing, 
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the value of broad undergraduate education. The specialized work in 
graduate school rarely affords time to learn much about subjects that 
were missed in college. Useful background courses for the future clini- 
cian include: genetics, physiology, statistics, sociology, philosophy, Eng- 
lish composition, literature, and drawing or painting. If the graduate 
school to be attended requires a reading knowledge of foreign languages 
for the doctor’s degree, the student should at least begin language study 
in college. Taking courses is not the only way to get the general back- 
ground you need, however. You can plan your own reading to help over- 
come excessively narrow training. 

Graduate Work. Increasingly, the Ph.D. in psychology is regarded 
as necessary for the practice of clinical psychology. The professional 
student must therefore expect to spend three to five years following his 
college work in a graduate school. Here he will aim at becoming a psy- 
chologist before he becomes a clinical psychologist. The history, meth- 
ods, and general propositions common to all psychology are part of 
the equipment needed by those who specialize later in a particular kind 
of psychological work. This general background of information enables 
the clinician to meet the diverse requirements made of him. But per- 
haps more important is the fact that this background develops attitudes 
and habits of critical thought that enable him to make a distinctive con- 
tribution to a team of specialists. 

For the clinician, graduate courses will include: personality theory, 
motivation, testing, interviewing, psychopathology, psychotherapy, and 
related courses in medical, educational, or sociological studies. Practical 
work in agencies as a psychological intern will be required to develop 
skill in dealing with clients. Learning research methods will require 
familiarity with statistics, laboratory methods, and with planning and 
carrying out investigations of psychological problems, 

Informal Preparation. We have already suggested that future clini- 
cians need work experience that exposes them to a variety of people. 
Most of us are in close contact solely with people much like ourselves. 
This narrow contact produces a narrow set of standards for judging 
normality and deviations. Moreover, many of us are uncomfortable 
when we interact with uneducated people or individuals from regional 
cultures unlike our own. We do not know the “social rules” in these 
groups. Whatever you can do informally to get a feel for the range of 
human differences can be turned to good account in clinical work. Even 
industrial jobs can serve as preclinical training if they enlarge your per- 
Spective on the human scene. 

Another kind of preparation is getting to know the community in 
which you live or work. Local customs, forms of speech, recreation 
habits, and fads are part of the intimate culture that influences people. 
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Lacking this kind of information, you may be puzzled by behavior that 
should be easily understood. In military service, for example, psycholo- 
gists found that they had to be familiar with service slang, drill com- 
mands, and daily routines in order to understand the men they studied. 


One day a recruit was brought to a military psychiatric unit with the report 
that he had had a convulsion during rifle practice. The description of the 
seizure suggested that it was hysterical rather than epileptic. To aid in making 
the diagnosis, the recruit was hypnotized and asked to recall his thoughts 
just before the convulsion began. He started to mumble, “Maggie’s drawers, 
Maggie’s drawers, Maggie’s drawers to him who missed the target.” This bi- 
zarre remark puzzled the clinicians. It was not until later that they learned 
that “Maggie’s drawers” was a slang term on the rifle range. It referred to a 
red flag that was hoisted to indicate that the target had been missed com- 
pletely. 

A practicing psycholo 
custom wherever he is. Even the mere h 
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organizations, and recreational habits. 


Problem 1. Answer the following questions about the city or community 
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the professional competence of a clinician who appears poorly informed 
in general. 

In Brainstorm, a novel by Carleton Brown, the central character de- 
scribes an interview with a clinician after he had been admitted to a 
mental hospital. The patient says: 


When he asked about some of the nonsense verses I had written, I said 
that I had been dabbling in a Joycean stream of fancy. “Joycean?” repeated 
Dr. Soup, with the expression of a man who has taken a doubtful oyster into 
his mouth and doesn’t know what to do with it. “Yes,” I said, “I’m an ad- 
mirer of James Joyce and I was aping him in those verses.” “This Joyce is 
a writer?” he asked superiorly. 

I know, it seems almost inconceivable that such a conversation could have 
been held with a man presumably skilled in psychiatry, but held it was and 
a number of others like it. It would be too much to ask that every psychiatrist 
acquaint himself genuinely with the influences that mold the currents of 
thought of his age. . . . But it would be nice if he would read the papers 
(5, pp. 262 £). 


THE CLINICIAN’S PERSONALITY 


Clinical psychologists cannot work effectively if they are prone to 
become anxious in intimate interpersonal relationships. Within a single 
day, a clinician may meet open resentment, suspicion, and fear. He 
may be confronted by patients who insist he is their last hope and who 
threaten suicide. Relatives may condemn him because he is wrecking 
their loved one. Or cooperating specialists may doubt his conclusions. 
These and similar pressures can easily arouse defensive hostility or sub- 
missiveness on the part of the clinician, and if he is protecting his own 
pride he cannot face realistically the problems that confront him. He 
is likely to misinterpret the behavior of his clients. An even more 
Serious consequence is that his own behavior may create new difficulties 
for the people he is trying to help. 

It is certainly safe to say that the clinician should have “a reasonably 
well-adjusted and attractive personality” (1, p. 541), Although research 
evidence is lacking as to the specific personal qualifications needed by 
good clinicians, a number of suggestions have been put forward. Let 
us consider a few of those mentioned by the Committee on Training 
in Clinical Psychology of the American Psychological Association (1). 

Interest in Persons without a Desire to Manipulate Them. Some stu- 
dents become interested in clinical work because they feel inadequate 
in dealing with people. Without realizing it, they wish to use psychologi- 
cal knowledge to dominate or control others. You can see this kind of 
desire in college students who attempt, without guidance and with too 
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Outside his professional work, the psychologist should be worthy of 
respect and confidence. Public opinion will not apply one set of stand- 
ards to the clinician’s professional conduct and a very different set to 
his social conduct. Whether he likes it or not, the consultant is work- 
ing within a social setting where ethical and moral judgments are ex- 
pressed. If these judgments are unfavorable to the clinician, he is not 
likely to attract those who seek help. Generally, sexual escapades, ex- 
cessive drinking, and a playboy attitude will make the members of the 
community feel that the clinician is unreliable and incompetent. If a 
clinician feels that the community standards are too stringent and 
unyielding, he had better move to a locality where he feels more at 
home. There are few places, however, that will welcome the oppor- 
tunist, the notoriety seeker, the know-it-all, or the yes man. 

People of integrity are presumed to have a set of mature convictions 
about important values and legitimate means for reaching them. Clients 
may not always agree with a psychologist’s philosophy of living, but 
at least they know what to expect if he has one. 

Other Qualifications. In order to complete the required training for 
a professional psychologist, a student needs superior academic ability, 
diligence, and interest in the subject matter. Few graduate schools will 
accept students who have earned only average grades during their col- 
lege years. Ordinarily, a student must present a superior undergraduate 
record in order to be admitted to further work. Admission committees 
will also be interested in leadership, originality, and special proficiencies 
displayed in college. They attempt to admit students who will probably 
be successful in attaining the doctorate, but, of course, admission is no 
guarantee of successful completion. 

Problem 2. Ed Stepak is in his last year of college. His grades have 
been better than average, and he stands in the upper quarter of his class. 
He is taking major work in psychology and minor work in biology. His 
single extracurricular interest in college has been choral singing. He has 
dated about three or four times a month in his last two years, Stepak 
is interested in becoming a clinical psychologist and hopes to go to 
graduate school. 

Ed has some misgivings about his plans. His parents were born in 
the Balkan area and came to this country shortly before he was born. 
His father has been a foreman in an industrial plant for the last eight 
years, but the family of six has never been able to afford luxuries. Ed 
feels that his home did not help him develop social poise because of 
its foreign background and its economic level. His parents have helped 
him through college, but he has had to do some spare-time work each 
year. Around the campus he is liked, but is known as a rather quiet 
fellow, industrious, and serious. He wonders, in view of his background 
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and seeming lack of social ease, whether he should try to become a clini- 
cian. 


1. What are three or four specific things Stepak could do to help him 
decide? 

2. Would there be other kinds of psychological work where his self- 
diagnosed handicaps would not hinder him? What are they? 


3. What further information would you need about Stepak to help 
you decide what he should do? 


4. Does the fact that Stepak doubts his own 


significance in judging his personality? Is it a f 
sign? Why? 


adequacy have any 
avorable or unfavorable 


PROFESSIONAL ETHICS 


In order to protect the public against h 


logical practices, psychologists have for 
govern their work. The 


One of the most 
A cardinal obligation of the ¢ 
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ods sometimes “oversell” psychology by implying that “it has all the 
answers.” Actually, a psychologist cannot guarantee favorable results. 
“A considered and moderate description of probabilities . . . should 
be given when assessing for a client the likely outcome of clinical work” 
(2, p. 51). 

Problem 8. At an informal social gathering, an advanced student of 
psychology mentioned that he had just completed a course dealing with 
tests of personality and emotional stability. Later, one of the guests 
asked the student privately if he would be willing to administer some 
of the tests to him. The guest indicated that he had been emotionally 
upset for the last year and thought the test could confirm his nervousness. 

1. What line of action should the student follow? 

2. What should the student tell the guest? 

8. What harm, if any, could result from administering the kind of test 
requested by the guest? 

In view of the intimate details which clinicians learn about the lives 
of their clients, psychologists insist that the information they gather 
about clients shall be kept confidential. Special problems, such as using 
clinical data for instructional and research purposes, require special 
principles. Students may use the following principle as their guide: 
“Information obtained in clinical or consulting relationships should be 
discussed only in professional settings and with professional persons 
clearly concerned with the case” (2, p. 56). If any doubt about this and 
other ethical standards should arise, you should consult your supervisor 
or instructor before taking any action. They will be able to inform you 
of specific local practice and the general principles which should apply 
to your problem. 

In the course of working with people, as a student, you will be en- 
gaging in practice testing. While you may clearly understand that your 
work is practice only, your subject may be quite interested in his test 
Scores or in your interpretation of the test results. Since your relationship 
with volunteer subjects is not professional in nature, it is usually wise 
to point out in advance that you are not qualified to release test informa- 
tion. Sometimes, with the advice of your supervisor, it is possible to 
make suggestions which will be helpful, however. You should be cau- 
tious in the matter, since communicating information to clients requires 
considerable skill. Without realizing it, you may arouse anxiety in a 
person by the language or tone of voice you use. If a volunteer should 
demand to know about his test results, talk the problem over with your 
instructor. In some cases, he may be willing to discuss the findings or 
their implications with your subject. 

One final caution should be emphasized. Psychological tests are usually 
of no value when their scoring methods have been revealed. As a matter 
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of professional pride, you should safeguard scoring keys and r a 
rials that you use or own. “Demonstrations of tests and relate i: 

. should be planned to illustrate the nature of the device (i a 
can be done without spoiling the test itself), but should avoid inciden E 
or specific coaching in the use of the actual materials of the test 0 
device” (2, p. 156). ; ae 

Problem 4. Mr. Williamson is planning to apply for a position in 
business firm which uses tests as part of its employee-selection program. 
He has been told that one of the tests is an intelligence test. Williamson 
goes to a friend of his, who is a psychologist and who is familiar a 
intelligence tests, requesting information about such tests. What kin 
of information could the psychologist ethically give Williamson? 

Problem 5. Jim is an eighteen-year-old boy who has consulted a voca- 
tional counselor at his father’s urging. Together, Jim and the counselor 
have arrived at some tentative vocational goals. One day Jim’s father 
visits the counselor and asks to see Jim’s test scores. He says that since 
he gave Jim the money to pay for counseling, and since he is the boy's 
father, he has a right to know the test results. 

1. Should the counselor show the father Jim’s test scores and discuss 
them with him? 

2. Would it be ethical for th 


e counselor to report to the father the 
general conclusions he had reac 


hed in his work with Jim? 
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CHAPTER 2 


Prediction in Clinical Psychology 


Studying persons in a clinical setting is an art or technology, not a scien- 
tific undertaking. This statement may sound derogatory because the term 
“scientific” carries prestige; and clinical psychology is new enough to 
want prestige. But there is no need to be apologetic about the position 
of clinicians as practitioners and appliers of knowledge. Studying and 
helping people requires just as much skill, training, and devotion to 
human welfare as scientific research does. 

We are not saying that clinicians do not need to know scientific meth- 
ods or a substantial body of scientific fact. Quite the contrary is true. 
The best clinical work demands this kind of background. With it clini- 
cians can evaluate research reports and proposed methods better than 
they can without it. Training in scientific psychology produces a sharp 
awareness of the assumptions that lie behind measurement and predic- 
tion. Familiarity with psychological theory aids in recognizing fuzzy 
concepts and half-baked notions about human nature. 

If clinicians must have scientific training and if they try to use scientific 
methods, how are they different from scientists? One difference is that 
clinicians must work within the limits of practical necessity. Pressures 
of time, expense, community attitudes, and administrative policy force 
them to use techniques that would not be scientifically acceptable. Dur- 
ing World War II, for example, psychologists often had to use brief 
testing methods that were far from the best available. But there was 
an enormous number of men to be examined and time was short. What 
else was to be done? The clinicians invented and contrived tests as best 
they could, and their scientific training helped them contrive methods 
that were better than those used by practitioners who did not know 
Scientific psychology. 

In the second place, clinicians must fill gaps in scientific knowledge 
by guessing or overgeneralizing scientific findings. Faced with a person 
who wants help, they use available information even though it may not 
strictly apply to that particular case. Psychotherapy is a good example. 
Scientifically, very little is known about the therapeutic process. We are 
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not sure what variables are the most crucial nor exactly how to manipu- 
late them. But the clinician does what he can, depending upon case 
reports, partly established theory, and his own experience for guides. 
Another difference between scientific and clinical work is due to the 
uncontrolled and complex nature of “real life.” Scientists control the 
conditions of observation and measurement; they can study the effects 
of one or two specific variables. Life situations come ready-made. Many 
variables have acted jointly to produce the personality we wish to study. 
We cannot be sure that we are picking out the most important variables 
to predict outcomes or to manipulate them so as to help our client. 
Even when sound scientific principles are at hand, we may be puzzled 


as to how they should be translated into action. The situation is illus- 
trated by the following true story: 


A young father tried to apply the principle of reward learning to the toilet 
training of his young son. The boy was rewarded with candy whenever he 
used the toilet, but somehow he could not learn to keep himself dry. “Good 


psychology” was not decreasing the size of the daily washing, Finally, the 
father consulted a clinical psychologist. 


A brief conversation revealed 


s pretty important. 
ng a natural function into a technique 
, the psychologist suggested discarding 
er more casually. Within a month the 
factorily, 

In this example, the father erred b 
tionship of th 
possibly the reward was effective in 
annoy the mother. The 


Possibly the candy reward was changi 


advised correctly, 

In the face of such uncertainties and limitations 
try to predict the outcomes of various lines of 
at decisions about the future of his clients a 
be beneficial. In this chapter we shall an 


» the clinician must 
action. He must arrive 
nd the kind of help that will 
alyze the predictive process 
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and its logic. As a beginning let us examine the kinds of decisions clini- 
cians must make. 


CLINICAL RECOMMENDATIONS 


The end results of a long study of a single person are simple: a few 
paragraphs stating the clinicians recommendations. Usually the clini- 
cian writes a summary of his findings showing why he believes that 
his decision is correct. The important thing about the clinician’s recom- 
mendations is that they always imply something to be done. He sup- 
ports some course of action with reference to a client or he does not 
support it. Even though he works as a member of a team and does not 
make the final decision himself, the data he collects should have a bear- 
ing on the life of a person. He is not in the position of a writer or of a 
scientist; they are gathering data for the sake of art or the establishment 
of principles. The clinician gathers data for the sake of action. We may 
classify the kinds of action to be taken under three headings and con- 
sider each in turn. 

Selection. In selection problems the question is: Given a number of 
persons and a limited number of positions or opportunities, which per- 
sons shall be permitted to fill the positions or have the opportunities? 
The clinician must arrive finally at a designation of the persons to be 
chosen or a list of the applicants in order of preference. In selecting 
executives, for example, the clinician may study three or four applicants. 
His recommendation may take the form of a listing of the applicants 
in the order of their estimated over-all ability, of their degree of emo- 
tional stability, or of some other particular trait. Many times he will 
be asked to report only on the personality of the applicants, while other 
specialists evaluate their technical background and skills. Pooling the 
information leads to a decision as to which persons to select. 

A comparable problem exists when only a limited number of training 
Opportunities are available. A professional school that can admit only 
fifty students will need to select that number from among several hun- 
dred applicants. The question is: Which persons will eventually make 
the best lawyers, physicians, architects, chemists, or teachers? 

The point of view in selection emphasizes the requirements of the job 
or the opportunity. Obviously the clinician must be familiar with the 
job or training requirements. Then he seeks among the applicants for 
the characteristics that are needed. When there are large numbers of 
applicants, selection is ordinarily carried out by means of tests or scora- 
ble application blanks. If an applicant’s score exceeds some predeter- 
mined value, he is considered suitable. Where there are few applicants 
and the position is important, some applicants will be eliminated on the 
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basis of test scores or amount of experience, and the clinician will inten- 
sively study those remaining. , 

In selection work, the client may be a business, agency, school, or 
governmental unit, and the clinician has a primary responsibility to 
that client or employer. However, he must also consider the welfare of 
the applicants and decide what kind of information must remain con- 
fidential. 

Disposition. The central question in disposition or placement problems 
is: Given a number of opportunities or jobs, which one best suits the 
requirements of this person? This kind of problem arises in connection 
with foster-home placements, vocational guidance, job assignments of 
prisoners, and dispositions made by courts. Usually there are alternative 
courses of action possible in attempting to settle a human problem, and 
the clinician helps to decide among the alternatives. In military work, 
for example, a clinician may recommend that a recruit be discharged, 


held for further study, sent to a hospital, placed on limited duty, or 
returned to regular duty. 


As a clinician works in an agency, 
are possible in that setting. Legal 
require or prevent certain kinds of a 
the point of view in disposition pro 
of the person being studied. What 
will benefit him most? 

Treatment. Given a variety of special m 
medial work, which will benefit the client 


he comes to learn what dispositions 
restrictions or agency policy may 
ction. Within these limits, however, 
blems is based on the requirements 
position, location, job, or opportunity 


reading, and special 
lobotomy, or insulin shock treatment. We must 


cess of the methods available. 


Another task in connection with treatment is the 


evaluation of im- 
provement. The psychologist may be 


requested to determine whether 


Determinants of Recommendations, The chief determin: 
mendation is the clinician’s estimate of the probable success of a given 
course of action, whether or not it involves selection, disposition, or 
treatment. The accurate prediction of outcomes is thus a matter of prime 
importance, and we shall say more about it shortly. But there are spe- 


ant of a recom- 


Prediction in Clinical Psychology 27 


cial factors which modify recommendations so that they are not simply 
statements of predictions. These factors are practical limitations that 
must be taken into account, because no clinician works under ideal 
circumstances. 

In the first place, a recommendation must take into account the 
facilities for disposition and treatment that are actually available. Psy- 
chotherapy may be impossible because of the lack of therapists. Agencies 
for training handicapped persons may be overcrowded, foster homes 
may be lacking, or particular jobs may not be open. A realistically 
oriented clinician must face these facts and will sometimes have to 
choose a course that is second-best. That would not prevent him from 
suggesting that another course of action would be preferable if it were 
possible. 

Closely related to the matter of availability is the matter of cost. Many 
kinds of treatment or training are prohibitively expensive and thus, in 
effect, not available. Here again it may be necessary to recommend 
a course of action which is possible even though it may not be the most 
desirable. You should remember, however, that a client’s objections to 
cost may sometimes mask other objections that are more fundamental. 
For example, a deep resentment against physicians may be the actual 
teason for refusing psychiatric treatment, but the expressed reason is 
that the fees are too high. Or parents may resist the recommendation 
of psychotherapy for their child, because they fear both a loss of status 
in the eyes of their friends and the revelations the child may make to 
the therapist. Objections to the cost of the treatment permit them to 
conceal the real reasons for their decision. 

More rarely, a family is willing to sacrifice too heavily in order to 
follow a recommendation. Suppose that a family is informed that one 
of its members requires institutional care. Instead of accepting adequate 
Public facilities, the family denies itself to the point of martyrdom in 
order to pay for private care. Such a decision can result from a fear of 
public opinion or from feelings of guilt over the way the relative has 
been treated. The family may not understand that when the patient 
is finally discharged from treatment, he may feel an oppressive sense 
of obligation, He may feel guilty because of the burden he has placed 
on his family. 

Another factor to be considered in making recommendations is the 
tisk involved in any proposed action. Suppose that two treatments have 
equal chances of helping a patient. One method is more hazardous 
than the other, however. In that case the less dangerous one would 

© recommended. This simple situation is rarely duplicated in real life. 
More dangerous treatments may offer greater chances for recovery. 
Brain operations, for example, sometimes produce a remarkable im- 
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provement in psychotic conditions; but sometimes they seem to sag 
initiative, foresight, and good judgment. Occupational therapy, on the 
other hand, is safe but not likely to lead to recovery. In deciding to 
take risks, the values of patient, family, and clinician are crucial factors. 
Is life as a deluded psychotic preferable to life as a submissive invalid? 
Individual families will answer this question differently. 

In view of the complex practical factors that enter into recommenda- 
tions, clinicians should be wary of making important decisions alone 
‘They should plan cooperatively with the client or his family for the 
best course of action. Clinicians can share their judgment of the proba- 

of various lines of action and encourage the client or 
family to suggest their limitations and ex 


THE LOGIC OF PREDICTION 


Although practical necessity influences selection, treatment, and dis- 


position, the prime factor is the predicted outcome of 


st success on a job, in college, in marriage, 
s and opportunities of the social environ- 


Se questions is given in part by the logical and 
Statistical analysis of prediction, Examining the logic of prediction will 


clarify the clinician’s task. Probably the logical basis of a prediction 


uppose that we wis 
gtoups on the basis of 


P a standard or definiti 
whether hallucinatory behavior ig 


of the group. When we fini 
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Actually, this task of defining a class and assigning people to it is not 
as easy as it sounds. If we were to carry out the steps required to sepa- 
rate people into hallucinated and nonhallucinated groups, we should 
find some doubtful cases. What should be done with people who report 
having had an hallucination many years ago but have not had one 
since? What should be done with people whose statements are vague 
and indefinite? Probably we should end up with a “doubtful” class in 
addition to the two already defined. And the chances are, we should 
have to modify our original definition somewhat so as to be sure that 
the rules for assigning people to subgroups are clear and comprehensive. 

You can probably think of dozens of attributes that could be used to 
form classes and assign people to them. Eye color, sex, location of resi- 
dence, shoe size, ease of blushing, love of music, and sleepwalking are 
only a few possibilities. We could go further and define classes in terms 
of multiple attributes. We could define a class of “female visual hal- 
lucinators,” another of “female auditory hallucinators,” another of “fe- 
male tactual hallucinators,” and so on, with corresponding classes for 
males. It is easy to generate a large number of possible classes from a 
small number of attributes. If we consider only attributes that can 
be described as present or absent, we can form 128 possible classes 
from combinations of seven attributes. Adding one more attribute to the 
cluster would double the number of possible classes. Of making classes 
there is no endl 

The crucial point to remember in connection with defining classes is 
that the basis for assigning people must be made clear and explicit. 
A class has no utility if we cannot decide which people possess the de- 
fining characteristics. Some classifications now in common use may not 
be valuable for precisely this reason. Ash (1) studied the diagnoses 
of three psychiatrists working in the same clinic. Thirty-five patients 
with clear pathology were studied through interviews and examinations 
Performed jointly by the three specialists. Each psychiatrist made his 
own diagnosis independently, however. In one part of the investigation, 
Patients were assigned to one of five classes: psychotic, neurotic, psy- 
chopathic, mentally defective, and normal. Ash found that all three 
psychiatrists agreed in their classification for only sixteen of the thirty- 
five patients, His finding certainly suggests that the criteria for these 
Psychiatric groupings are not clear. 

The Association of Attributes. By merely setting up classes, we have 
not gone very far toward prediction. But if we could discover that 
People assigned to a particular class regularly had distinctive charac- 
teristics in addition to those used in defining the class, we should have 
a basis for making predictions. In other words, we want to know 
whether one given attribute is frequently associated with another one. 
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We can do this by studying the members of groups assigned to various 
classes and recording the frequency with which various attributes occur. 
In practice we examine a large number of attributes at one time in order 
to be economical of time and money. 

An example of this kind of investigation is furnished by Feldman and 
Maleski (7) who were studying men in an Army Special Training Unit. 
The men in this school were illiterate or unable to speak English. Feld- 


tribute “having been arrested” i 
among this kind of men, 
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tion found by Feldman and Maleski, the answer is yes. In any particu- 
lar case, this prediction may be in error. The study showed that 70 
per cent of the AWOL group had been previously arrested, and that 
leaves 80 per cent who had never been arrested. But, in the absence of 
any further information beyond the fact that the man went AWOL, no 
other prediction should be made. “The best method of prediction is 
defined to be that method which, if applied to all members of the 
population selected in random order, will yield the least amount of error 
for the population as a whole” (9, p. 258). If you choose some way of 
predicting other than to state the most probable outcome, you will ac- 
cumulate more errors over a series of cases than if you used the correct 
method. Suppose in this instance that you decided to predict that every 
second AWOL soldier has a record of arrest, and that the others did not. 
How often would you be correct? A little calculation will show that 
you would be right half the time. On the other hand, if you had predicted 
a record of arrest in all cases, you would have predicted accurately 70 
per cent of the time. 

Let us take a more realistic example of a prediction problem. Feifel 
and Schwartz (6) studied the outcome of group psychotherapy in a 
hospital setting. Their experimental group received group therapy in 
addition to the usual routine of treatments used in the hospital (hydro- 
therapy, occupational therapy, recreation, etc.). The control group did 
not receive the additional group therapy. After three months, 71 per 
cent of the experimental group were rated as improved, but only 50 
per cent of the control group received this rating. Could you properly 
say that new patients, assigned to group therapy, have a better chance 
of improving than those given only the usual hospital treatments? The 
data of Feifel and Schwartz indicate that the answer is yes, but there 
are several qualifications to be made. 

In the first place, as the authors point out, we cannot be sure that 
the difference of 21 per cent between the incidence of improvement 
in the two groups is a dependable figure. Their statistical analysis shows 
that a difference of this size would be found by chance about 15 per 
cent of the time. That is, if they could repeat this identical experiment 
a large number of times with comparable subjects, about one out of 
every seven experiments would show at least this much difference be- 
tween the two groups, even though group therapy had no effect at all. 

In the next place, a clinician would note that the majority of the 
patients in this experiment were schizophrenic and that most of them 
were in their thirties. What could he predict about the outcome of group 
therapy with depressed patients in their forties? The best he could do, 
without further data, is to make a kind of “informed guess” that group 
treatment may be beneficial. He should not be surprised, however, if 
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his prediction is wrong, because the older group he is considering is 
not comparable to the one in the published study. 

Clinicians sometimes become discouraged because of predictive fail- 
ures and do not remember that even under the best of conditions the 
most probable inference is, after all, only probable. When a treatment 
method that has worked well for some other clinician fails, they may 
accept almost any explanation of the failure. Sometimes they feel that 
the method is faulty or that they used it incorrectly, 
likes his work, he may decide that the patients wer 
born! The fact is that these difficulties crop up at 
in clinical work. The value of interviews 
nostic formulas, and counseling methods may change a good deal from 
situation to situation. All the clinician can do is to use his best judg- 


ment, keep an eye open for new evidence, and maintain a modest at- 
titude about his predictions, 


The Direction of Prediction. Scien 


If a clinician dis- 
e unusually stub- 
almost every step 
> interpretations of tests, prog- 


if they are to be used in 
abilities turn up in practical 
ally predict in a direction op- 
the scientist tells us that 70 


quite different and will ordi- 
ify this point by an example. 
Table 1. The Percentage of Normal and 


a | Psychiatrically Unfit Recruits 
Scoring High and Low on a Food-aversion Check List fii l 


Aversion scores 
Group Low High Total 
Unfit 35 65 
Normal 81 19 


One published study concerns the relationship between food aversions 
and psychiatric unfitness for military service, The data from this in- 
vestigation (16) clearly show that a larger Percentage of men considered 
unfit for military service made high scores on a short food-aversion 
inventory than did normal recruits, Table 1 summarizes the essential 
data. You can see from this table that 65 per cent of the unfit men made 


100 
100 
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high scores on the food-aversion list. On the other hand, only 19 per 
cent of the normal men made high scores. We could be fairly confident 
in predicting that an unfit man would have a high aversion score. But 
that is not the kind of prediction that interests the clinician. He wants 
to know whether the food-aversion score will pick out unfit men. His 
question is: “Of those with high aversion scores, how many will be 
unfit?” Table 2 contains the answer, but it requires some explana- 
tion. 

Table 2. The Estimated Number of Normal and Unfit Recruits in a Sample 
of 500 Who Score High and Low on a Food-aversion Check List 


Aversion scores 


Group Low High Total 
Unfit Lt 83 (28%) 50 (10%) 
Normal 864 86 (72%) 450 (90%) 
Total 881  119(100%) 500 (100%) 


Table 2 shows the estimated numbers of fit and unfit men in a hypo- 
thetical sample of 500 recruits. It is based on the assumption that about 
10 per cent of all recruits will be found unfit. (The correct figure may 
be somewhat larger or smaller without changing our argument.) The 
entries in Table 2 were computed by using the percentages of Table 1. 
That is, 85 per cent of the 50 unfit men are assigned to the low-scoring 
group, and 81 per cent of the 450 normal men are assigned to the low- 
Scoring group. 

Now notice what happens if you consider only those men who make 
high scores. About 72 per cent of the 119 men in that category are 
normal. If a clinician knows only that a man made a high score on the 
aversion list, he ought to predict that he would be normal. In this case, 
and there are many more like it, the clinician wants to predict from the 
test to the socially important attribute. In trying to estimate probabili- 
ties, it makes a good deal of difference whether you base your percent- 
ages on the row totals, as in Table 1, or on the column totals, as in Table 
2. Your purpose determines which method is appropriate. 

You have probably guessed by now that the crux of this problem 
lies in the fact that there are relatively few unfit men in the total popu- 
lation, Table 1 conceals this information, and a good many published 
studies conceal it, too. Whenever the attributes of normal and abnormal 
groups are being compared, and the groups are of approximately equal 
size, you will find that a correction is required if you wish to change 
the direction of the prediction. The correction consists of constructing 
a table in which the normal and abnormal groups are represented in 
s they occur in the population. Since clinicians 


the same proportions a 
are usually dealing with the unusual or uncommon case, such correc- 
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tions will be frequent. Without them, you will often arrive at over- 
optimistic estimates of probabilities. 

Our analysis of the data from the food-aversion study does not mean 
that the check list is worthless. Notice in Table 2 that the chances of 
finding unfit men are much greater among high-scoring recruits than 
among the others. If the check list is used as a screening device, the 
clinician could select the 119 high-scoring men for further study. And 
his chances of finding unfit men in this group would be nearly three 
times as great as if he studied every one of the 500 men, 

Problem 1. A psychological test for detecting cortical brain damage 
has been developed and applied to some patients in a mental hospital. 
Scores above a certain point are called “high scores.” In a group of 
fifty patients with such brain damage, 90 per cent made high scores. 
In a group of fifty patients without known damage only 20 per cent 
made high scores. We want to estimate the effectiveness of such a test 
in a hospital setting. Of course, when the test is administered, we will 
not know which patients are damaged and which are not. That is why 
we plan to use the test. Assume that 10 per cent of all patients admitted 
to the hospital will eventually be found by neurological examination 
or autopsy to have this kind of brain damage. If the test works as well 
for new samples as it did for the author of the test, how would the 
following questions be answered? 

1. Of 100 consecutive patients tested, about how many will have 
brain damage of the kind detected by the test? 

2. How many of these damaged patients will make high scores? 

8. About how many of the nondamaged people in this series of admis- 
sions will make high scores on the test? 

4. Do you think the following statement is justified? “Patients who 
make high scores on this test probably have some brain damage.” Ex- 
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matical methods to show the association between various characteristics. 
The detailed study of these methods is properly placed in courses deal- 
ing with statistics, and we shall here only indicate several common 
methods. 

When scores for two different characteristics have been found for 
each member of a group, it is usually possible to compute a correlation 
coefficient which describes the relationship between the two character- 
istics, Large positive coefficients, say between .50 and 1.00, indicate 
that one characteristic can be fairly well estimated from the other. Two 
well-constructed tests of intelligence will usually show a correlation 
of .80 or better. This means that there is a substantial association be- 
tween the scores earned on the two tests. Not only can we say that 
people making high scores on one test will probably make high scores 
on the other, but, more generally, we know that any person’s standing 
on one test will predict his approximate standing on the other. There 
are a good many precautions to be observed in using and interpreting 
correlation coefficients, but they are beyond the scope of this chapter. 

Multiple Correlation. Life is not so simple, of course, that very good 
Predictions can be made on the basis of a single quantified attribute. 
A happy marriage or a favorable response to psychotherapy must be 
related to a number of factors. How can a number of attributes be 
combined in order to predict outcomes? One way of doing this is to 
use a statistical method known as multiple correlation. This method as- 
Signs weights (i.e., constant multipliers) to each predictor score and then 
adds the weighted scores together in order to obtain a composite pre- 
diction score. The weights are chosen so that the total score will be the 
best possible estimate of the outcome under the circumstances. Some- 
times this procedure improves predictive accuracy a good deal; in other 
Cases, the addition of more scores does very little to improve predictions. 
Multiple correlations are expressed by correlation coefficients having the 
Same meaning as in the case of simple correlation. W 

A multiple correlation based on a single investigation can be impres- 
sively high and yet have little value for the practicing clinician. This 
circumstance is due to the fact that multiple correlations usually shrink 
in size when the prediction formula is applied to a new sample. A striking 
example of this shrinkage has occurred in efforts to predict whether pa- 
tients will continue with psychotherapy once they have started it. Kotkov 
and Meadow (10) found that three scores derived from the Rorschach 
test could be used to predict which patients would continue treatment. 
Their method worked well enough to make correct predictions for 69 
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per cent of their sample. Auld and Eron (2) applied the same method 
to thirty-three patients who received psychotherapy in a psychiatric out- 
patient clinic. They found that it classified only 52 per cent of the pa- 
tients correctly—a result no better than chance would allow. Why did the 
formula fail to perform as expected? 

Auld and Eron point out a number of possible reasons for this decrease 
in predictive power, but one is particularly important because it is due 
to the technique used in finding the weights assigned to the predictor 
scores. We pointed out that these weights are chosen so that they will 
yield the best prediction possible. But ordinarily this means the best 
prediction possible for the particular sample of patients being studied. If 
this sample does not really represent patients in general, or does not rep- 
resent other samples where the prediction formula is to be used, then the 
weights will be in error. Special (but unknown) characteristics of pa- 
tients studied in Ohio may result in emphasizing or heavily weighting 
certain predictor scores. These weights are the best for that particular 
sample. But when applied to a sample of patients in New York, the 
weights are grossly in error. 

When you are a practicing clinician and discover that an investigator 
has found he can predict certain outcomes rather well, you will naturally 
want to use the prediction method yourself. But there are several ques- 
tions you should ask if you want to be realistic: (1) Was the formula 
cross-validated by using it to predict outcomes in a second sample of 
patients who were not used in finding the original weights? (2) Are the 
patients I am working with similar enough to those studied by the in- 
vestigator so that I can expect similar predictive accuracy? However you 
may answer these questions, if you decide to try the method, you should 


make an effort to find out how accurate the method is in your own work 
setting. 
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cian probably uses some kind of subjective weights in combining his 
predictor measures. These subjective weights are based on his own ex- 
perience, on his training, and on his confidence in his own ability. While 
these weights are not necessarily wrong, they are seldom made explicit 
enough to determine which ones are correct. It is a plausible guess, in the 
light of the difficulty of establishing validated prediction formulas, that 
these subjective formulas are not very accurate. That does not mean that 
we should stop predicting. It means that the study of persons is not yet 
far enough developed to be an engineering enterprise. It means that a 
huge amount of research still must be done. 

Prediction and Richness of Data. Most of us assume that the more we 
know about a person the better we can predict what he is going to do. 
Certainly, when two people have lived together for a time, one of them 
can forecast the other's preferences, aversions, and moods with a good 
deal of accuracy. In such cases, generalizations are made on the basis of a 
large number of specific observations, and these generalizations work 
because people do not change their ways rapidly. On the other hand, 
even close friends occasionally surprise one another, and their long-term 
predictions about each other probably are not very accurate, The play- 
boy does turn out to be a solid citizen often enough to make us cautious 
about forecasting. 

A study of the logic involved in multiple correlation shows that adding 
more predictor scores does not necessarily increase accuracy of predic- 
tion. Additional predictors must contribute something unique to the 
equation if they are to be useful. If they substantially duplicate the kinds 
of measure already in the equation, they do not improve prediction. 
Actual empirical studies have often verified this proposition. But what 
We are most interested in is whether the rich data turned up by clinical 
study can improve prediction. 

Sarbin (13) studied the ability of clinicians to predict college grades 
as compared with the predictive accuracy of a formula (called a multiple- 
regression equation) based on only two scores. The two scores used in 
the equation were based on a college-aptitude test and on the rank of 
Students in their high-school graduating classes. It has been known for 
some time that these two scores are good predictors of college success, 
and Sarbin had a formula available that had already proved effective. In 
this study, five clinical counselors used various tests, individual records, 
and interviews to study 162 college freshmen. They also knew the results 
of the college-aptitude test and the high-school ranks. Predictions made 
by these counselors were correlated with the actual grades earned by the 
students at the end of one academic quarters work. Sarbin’s analysis 
shows that the predictions of the clinicians were no more accurate than 
Predictions by formula, despite the additional data they used. 
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data: he may discover facts which should influence prediction in a par- 
ticular case even though they can ordinarily be overlooked. For example, 
the counselor discovers that a prospective college student is seriously 
deficient in ability to write an acceptable term paper. If the student is 
otherwise acceptable, the counselor will suggest remedial training before 
entering college. Although ability to write does not appear in the usual 
formula, the counselor knows that it is necessary for college success, His 
counseling may actually increase the predictive power of the statistical 
equation! * Much of the clinician’s work in gathering data on the indi- 
vidual consists of exploring attitudes, traits, and motives to find those 
which may cause difficulties in the future. The presence of psychotic 
trends or markedly hostile attitudes may cause us to revise a prediction 
made on purely statistical grounds. 

Another reason why rich data may be needed is that certain predictive 
traits are not easily discoverable without extensive study. Let us take the 
prediction of homicidal attack as an example. At present we have no 
empirically determined prediction formulas to use. But we believe that 
the presence of delusions of persecution increases the probability of such 
attacks. In some cases, however, these delusions are not apparent and 
may be concealed by the patient. Then careful clinical study may be 
required to elicit evidence of the delusional structure. 

The complex data collected by the clinician should also serve as a 
source of hypotheses about useful predictors. He is in a position to see 
possibilities that would otherwise go unnoticed. He can add to our useful 
knowledge by carefully formulating these hunches and hypotheses so 
that they may be tested. Then, as statistical formulas relieve the burden 
of examining many predictors, clinicians can devote more and more effort 
to the problems of disposition, remediation, and treatment. 

2 If you are familiar with regression equations, you may be interested in a note on 
this point. Think of a regression equation as composed of two sets of variables. First, 
there are those that actually appear in the published formula. Then there are those 
that do not appear because ei! have zero weights. Some of these unused variables 
are left out because they correlate with both the criterion and the other predictors. 
We could say that they are predictive but add nothing unique to the equation. Thus, 
writing ability, although related to college success, is usually related to intellectual 
ability or high school standing, and these are better predictors. An occasional person 
may deviate significantly from this general rule, however, and then the unused varia- 


ble may be profitably considered. By advising remedial work, the counselor is helping 
the student ft the ordinary pattern of ability relationships that is assumed by the 
regression equation. = Tee á 

The crucial requirements for legitimately considering an unused variable are these: 
The variable must be related to the criterion and to the other predictors so that it 
normally receives zero weight. The individual in question must deviate significantly 
from the regression line iting the unused variable to the used predictors. Some 
variables are unused because they rarely occur. For example, epilepsy or psychosis is 
rare in college applicants. Yet the clinician must consider such conditions when he finds 


em, 
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THE CRITERION 


We have talked rather generally about predicting “outcomes.” We must 
now be more specific about what it is that we are trying to predict. In 
practical clinical work we want to predict some events that will have 
significance for the client or for the community, Some examples of such 
events are: performance in a job, satisfaction in following a chosen voca- 
tion, improvement in personal adjustment, leadership of some social 
group, committing criminal acts, recovering from schizophrenia, or acting 
in a reliable and trustworthy way. The intricate study of the person is 
directed toward the collection of data that will give such predictions 
more accuracy than would otherwise be possible. In order to decide 
whether predictions are right or wrong, we must specify in advance what 
should be measured or counted in order to verify the prediction. Such a 
specification is called a “criterion.” It is some attribute or measurable 

erson which we are trying to forecast. If the cri- 
terion cannot be observed or measured in some way that permits a pre- 
diction to be called true or false, we have no way of determining whether 
a clinician or a test is predicting accurately. 


Vaguely Formulated Criteria. In order to verify a proposition about a 


ard technique 
hat appear to be strikingly accurate, Sup- 
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However, even experts can fall into this verbal trap. Consider the 
proposition “This man will benefit from psychotherapy.” After the psy- 
chotherapy is finished, how shall we decide whether or not this prediction 
was correct? We can do it only if we have agreed in advance how we 
are to interpret “benefit.” In other words, we must have a criterion that 
enables us to say whether the predicted outcome did or did not take 
place. In the case of therapy, it is a hard matter to arrive at a criterion 
for success. Shall we agree th 


at the patient’s own statements about im- 
provement should serve as the criterion? That arrangement relies too 


heavily upon the patient's willingness and ability to be critical or ap- 


Prediction in Clinical Psychology 41 


proving. Shall we add the therapist’s evaluation? But he may easily be 
biased in favor of his own work. How long must any kind of improvement 
last in order to qualify as improvement? If a patient is symptom-free for 
six months after therapy ends, would you say he has benefited from 
treatment? Or should he be symptom-free for several years? You can see 
how difficult the task is; yet if predictions are to be evaluated, some 
explicit criterion must be defined. 

Specific, concrete predictions are easy to test, but it is hard to make 
successful ones. Suppose you say: “John, if paroled, will not be convicted 
of a crime within the next year.” That proposition can be readily proved 
or disproved. On the other hand, if you say: “John will make an excellent 
adjustment on parole,” no one really knows what kind of evidence is 
required to disprove the proposition. Of course, there are general state- 
ments that can be verified. The prediction “This man will make a sui- 
cidal effort within the next year” is capable of proof or disproof. We do 
not have to specify whether the attempt will be made by poison, gas, or 
jumping from a roof. 

Clinicians often use abstract terms in predictive statements. Thus, 
they may say that Steve will continue to show aggressive trends or that 
Peggy is likely to become compulsive in time of stress, The practical 
value of these remarks depends mainly upon the definition of the terms 
“ageressive” and “compulsive.” Grayson and Tolman (8) have shown 
that such concepts have considerable variation in meaning among experts, 
They asked psychologists and psychiatrists to write definitions of fifty 
terms that were frequently used in psychological reports at a neuro- 
Psychiatric hospital. They conclude: “The most striking finding of the 
Study is the looseness and ambiguity of the definitions of many of these 
terms” (8, p. 229). The word “aggression” furnishes a good illustration. 
Many specialists in the Grayson and Tolman study defined aggression 
as destructive behavior. But definitions in terms of positive, forceful, as- 
Sertive behavior (without destruction) were almost as popular. 

This lack of agreement does not mean that clinical concepts are useless 
for descriptive and predictive statements. It may be very useful to say 
that Harold will continue to be hostile, even though we cannot say 
whether he will show it by sarcasm or stealing. We do need, however, to 
question ourselves as to just what we mean, and to define our concepts 
So that we are not misunderstood. Often you can use words that are more 
Specific and less vague than much “clinical lingo.” 

Problem 2, Here are some sentences that use concepts of different 

©grees of vagueness, The vague concepts are italicized. For each one, 
Write a clear definition and three or four actions to which the vague term, 
as you define it, could be appropriately applied. Then rewrite the sen- 
tences so that they are more precise. 
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1. John is unhappy unless someone bolsters his ego. 
2. When Mary fails an examination, she becomes defensively aggres- 
sive. 

8. For the first few days, Robert will be upset. 

4. Anne tries to play a masculine role. 

Vague Descriptions. Closely related to prediction is the problem of in- 
ferring traits, motives, and attitudes from test data or interviews. The 
logic involved is much the same in the two cases; the difference lies in 
the fact that prediction refers to the future, whereas the descriptive in- 
ference refers to some present state or potentiality of the person under 
study. Here, too, ambiguous or overgeneral statements give a spurious 
impression of accuracy. Consider this personality sketch: “You are a 
person of varied interests, although you pour most of your energy into a 
few activities that mean the most to you. In general, you show a well- 
balanced outlook and disposition, but when frustrated you can display 
temper. With those you know well you are spontaneous and expressive, 
but often you keep your feelings very much to yourself, You have a few 
defects in personality that you are aware of, particularly in connection 
with dealing with people. You are persistent enough, however, to achieve 
success in dealing with these faults. There are times 
much. You will find that it suits you better to take 
and to show more confidence in your own future.” 

Does this describe you fairly well? Try it out on some other people and 
find out how well it describes them, Many people find it quite an accept- 
able picture. To complete the Picture of pseudoanalysis, get samples of 


handwriting from a few people. Later, after “analyzing” the writing, 
read them this sketch. If you speak with confidence you will probably 
be able to convince them of your ability to “read character.” Be sure to 
reveal the hoax when you are finished, otherwise you may find yourself 
with a reputation you don’t want. 


Actually, of course, the sketch says things that are true of most people 
who are educated and ambitious. And it is ambiguous enough to permit 
a variety of interpretations. 
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predictions needed for industrial and educational work. An industrial 
job requires a person to fit into a limited situation where highly special- 
ized skills are essential. Many of the jobs involve activities that are not 
matters of common knowledge, and the surrounding conditions are quite 
different from those in “ordinary life.” In emotional adjustment, on the 
other hand, the various activities (meeting people, worrying, getting 
angry, being criticized) are apparently matters of common knowledge, 
and the situations met by the person can be adequately dealt with in a 
number of ways. There are fewer ways to be a successful drill-press 
operator than there are to be a successful husband. 

Moreover, clinicians have been primarily interested in deviates whose 
failure in ordinary life activities is so obvious that it can hardly escape 
notice, Relatively crude formulations of criteria, such as, “Is this man 
able to conduct his affairs with ordinary prudence?” have sufficed. Usu- 
ally the student of persons is not concerned with those who are very 
happy or somewhat unhappy; he wants to predict who will be extremely 
unhappy or who will be extremely aggressive and so on. Under these 
conditions it has not seemed particularly necessary to build refined cri- 
terion measures. This state of affairs will not continue indefinitely, how- 
ever, for as diagnostic methods grow in power and subtlety they may be 
able to predict unsatisfactory adjustment which is not extreme but is 
important, Then, too, reliable and objective criterion measures are requi- 
site for the development of improved diagnostic methods. 

Criterion measures of successful adjustment do not need to be limited 
to a single item. Probably, in setting up a criterion for improvement re- 
Sulting from therapy, we should consider a number of things: ability to 
hold a job, absence of certain symptoms, expressed satisfaction of the 
Patient's family, and the patient’s own expressed satisfaction. How these 
should be combined and weighted is a complicated problem which will 
eventually require statistical methods of the kind used in dealing with 
industrial criteria. 

Analysis of Performance Requirements. One of the essentials for cri- 
terion construction is an analysis of the activity to be predicted, Formal 


analyses of performance requirements are reall eet ine ape 
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basic necessities for living, realistic perception of the physical world, 
ability to give and accept affection. Even these specifics need to be more 
carefully defined, for we do not know from a mere listing what minimum 
is necessary for each performance. : 

It is obvious that these performance requirements are not independent 
of the social or economic status of the individual. Different social en- 
vironments make quite different demands upon people. A person who is 
apparently happy and effective in a small community with homogeneous 
value attitudes may become distressed and ineffective in a large, hetero- 
geneous community. People with poor abstract learning ability can func- 
tion in a nondemanding, socially supportive environment but not in a 
social group organized around intellectual competitiveness, Sexual activ- 
ity in marriage depends on two people, not on one alone. 

Thus, there is no single criterion of a good parent, an adequate hus- 
band, or a successful executive. A criterion measure expresses the de- 
mands of a particular situation rather than of all situations. Bearing this 
in mind, we shall not place too much reliance on over-all formulations of 
“adjustment,” “mental health,” or “normality.” We shall think of these as 
relative to the performance requirements of the client’s own surround- 
ings. 


Problem 8. Two clinicians disagree as to the proper sequence of testing 
and interviewing. One believes that tests should be given first, and the 


results should be given to the interviewer. The other is convinced that 
the interview should precede the tests in order to establish good test- 


taking motivation on the part of the client, They decide to try out both 
methods systematically in order to find out which method is better, What 
possible criteria could be used 


in order to show the superiority of one 
method? What could these clinicians mean by “better”? 


An Example of a Rating-scale Criterion. Changes in behavior can 
often be studied only by means of human observers, Their judgments 
can be used as a criterion, provided they are carefully instructed in meth- 
ods of observing and reporting, An example of an attempt to improve 
measurement of behavior changes can be found in a study by Schrader 
and Robinson (14). They were interested in finding out the effects of 
prefrontal lobotomy in sixteen schizophrenic patients. Among other meth- 
ods for evaluating the status of the patients, they made use of the 
Gardner Behavior Chart. The chart is essentially a rating scale for re- 
porting judgments on fifteen kinds of behavior that can be observed in 
hospital wards. Such things as appetite, sleep, personal appearance, 
noisiness, and cooperativeness are rated according to the definitions pro- 
vided. The authors admit that bias may decrease the accuracy of the 
chart, especially when ward attendants use it, But ratings of this kind 
are more useful than the vague criteria of “improved” or “much im- 
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proved” that are so often used. The usefulness is not due simply to the 
fact that the chart yields a numerical score; the standard definitions and 
the specification of the concrete behavior to be observed are the signifi- 
cant features. 

Schrader and Robinson found a statistically reliable improvement in 
ward behavior from the pre- to the postoperative periods. Furthermore, 
use of the chart permitted the investigators to discover the kinds of be- 
havior which changed most. Had other investigators used such standard 
scales, we should be in a better position to predict the outcomes of 
lobotomy. 

Problem 4. Personal counseling in industry presumably would aid 
workers to deal with their emotional problems, and this in turn should 
make more effective workers. Suppose that a firm is considering such a 
program. The president asks you to state what results you would expect 
if the plan works well. What kinds of predictions could you make? Can 
these predictions be verified? Is it possible that even though over-all 
production may not be increased, this kind of program could be advan- 


tageous for the firm? 


DETERMINING PREDICTIVE SUCCESS 


Merely making correct predictions does not show that one is a success- 
ful predictor, for some correct predictions may occur on a chance basis. 
In general, the success of a predictor may be measured by finding the 
ratio of the number of his correct predictions to the number of correct 
Predictions expected by chance. You can apply this method either to a 
Series of predictions about the same person or to predictions about a 
number of people. The problem in either case is to find a way of esti- 
Mating chance expectancy. Let us consider first a situation where the 
characteristics of a selected group determine chance success: 

A psychologist wishes to test the diagnostic effectiveness of a new test 
in the clinic where he works. He arranges to have the test administered 
toa large number of clients. Interpreting the test without any information 
about the persons tested save age and sex, he finds that, of all those 
eventually diagnosed as neurotic, he correctly predicted the diagnosis in 

0 per cent of the cases. Since his best estimate of the incidence of neu- 
rosis in the general population is about 25 per cent, he assumes that his 
test is effective. That is, he uses 25 per cent as the figure indicating his 
Success on a completely chance basis. Further study would show that 


e test is not really effective. y we 
In this clinic, a final diagnosis of “neurosis 1s given to about two- 


thirds of all cases studied. Within this restricted population—all those 


who come to this clinic—a prediction of neurosis will be correct about 66 
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per cent of the time. If the psychologist should simply call every client 
neurotic without any test, he could be correct in two-thirds of the cases. 
The new test, it seems, actually interferes with diagnosis, 

Sometimes the problem is not that of estimating chance success, but 
rather of comparing the success of two methods. For example: A college 
has customarily accepted students if their grades placed them in the 
upper half of their high-school class. An eager admissions director de- 
cides to add a personal interview to the selection procedure. A small 
number of applicants are rejected on the basis of interview findings, and 
the director feels certain that the interview is valuable. In order to get 
factual evidence, however, he waits until the end of the year and makes 
a study of the success of students accepted under the new plan. When he 
finds that 90 per cent of the freshmen are passing in their work, he be- 
lieves he has the evidence he has been seeking. An opponent of the inter- 
view method makes a study of his own. His results show that freshmen 
admitted under the old plan had the same proportion of successes, Since 
no change in grading standards has occurred, the only conclusion is that 
the new method does not aid correct prediction. 

In some situations, there is little opportunity to estimate chance suc- 
cess. Consider a psychologist in private practice who developed a new 
method of psychotherapy. At the end of several years, he evaluated all 
cases treated, using an adequate criterion for improvement. He found 
that 80 per cent of his cases showed improvement. In the following two- 
year period, however, things did not go so well. Although he saw more 
patients, he found that more and more often his results were not satis- 
factory. A summary at the end of the second two-year period showed 
that only about 50 per cent of his cases were improved. Since it is un- 
reasonable to suppose that he was becoming less skillful in the use of 
the new method, we must seek another explanation. 

Let us proceed on the hypothesis that the new method was of no value 
at all. If, during his first two years of practice, he had received cases that 
were not very serious and in which the rate of spontaneous recovery was 
high, we could account for his initial success. Assume that this success 
added to his reputation. Then more difficult problems would be brought 
to him. People who had been unsuccessfully treated by other specialists 
would consult him. As the self-selected sample changed, the rate of 
spontaneous recovery changed—downward. 

How are we to know whether the rate of spontaneous recovery really 
declined? Actually we cannot tell. Presumptive evidence favoring this 
explanation could be obtained by evaluating the kinds of cases that were 
treated in successive years, but a good estimate of the spontaneous re- 
covery rate could not be made. One way to make such an estimate would 
be to require each patient to wait six months before treatment is begun. 
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The proportion of those who improve during the waiting period would 
afford a crude estimate of the rate. This procedure is clearly impractical, 
We shall probably never be quite sure, in private practice at least, how 
effective a given method of treatment is. Modesty is definitely in order 
for the clinician.’ 

The Value of Records. As we grow in knowledge and experience, we 
like to believe that our clinical predictions are increasingly accurate. 
This belief may be well founded, or it may not. It is easy for us to forget 
our failures and remember our successes, particularly if some of the 
successful predictions were dramatic. The neglect of our failures will 
give us a comfortable feeling, but it will not motivate us to search for 
ways of improving predictions. 

One corrective for a sterile complacency about our ability is to make 
follow-up studies of predictions in actual clinical work. Such studies 
require record-keeping over a period of time, and the records must con- 
tain some kind of predictive statement or a recommendation which serves 
as a prediction. As records accumulate, we can find out whether the 
expected improvements, changes in attitude, or worsening of the life 
situation take place as predicted. Clinicians, then, should stimulate and 
encourage adequate record-keeping. They can initiate studies within their 
own work setting that will enable improvements to be made. Even rather 
simple statistical reports showing the disposition of incoming cases, 
changes in the nature of the clientele, or the number of various tests that 
Were administered may give very useful information. And a logbook of 
one’s own predictions would surely prove to be an interesting self- 
training device! 

Effects of Unforeseen Circumstances. Although the calculation of ac- 
tual predictive success requires knowledge of outcomes and estimation 
of chance success, another sort of information is needed, too, before we 
Can say that a predictive method is good or poor. This information con- 
cerns the circumstances surrounding the person whose future is forecast. 
A change in the social surroundings may create pressures and demands 
unforeseen by the predictor. When the predictions fail, it is hard to say 
whether the methods were faulty or the changed conditions were to 

lame. Of course, there are times when things work out the other way: 
an ordinarily inaccurate prediction turns out to be correct because of 
Special circumstances. Whether or not these opposite effects of unfore- 
Seen changes counterbalance each other over a series of cases, we do not 

Ow. But in evaluating our predictive methods, we can at least keep 

x i i been ob in industry, 
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potentially low-scoring applicants learn that tests are being used they do not apply. 


t would’ be helpful to have comparable studies of groups coming to clinics and 
guidance agencies in the first few years after their founding. 
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alert to the part played by events beyond the control of both the clini- 
cian and the client. a. 

The effect of unforeseen circumstances in decreasing predictive ac- 
curacy is graphically described in a report by the assessment staff of the 
Office of Strategic Services (1). They had the task of selecting men for a 
wide variety of special military assignments. Candidates were put 
through a number of test situations and were interviewed. Final judg- 
ments were based on staff conferences. Despite ingenious and penetrat- 
ing methods of personality analysis and the careful formulation of written 
reports, many of the accepted candidates were placed in assignments 
other than those for which they were evaluated. Had the staff known the 
exact nature of the duty which each man would encounter, predictive 
accuracy undoubtedly would have improved. Even then, the accidents of 


circumstance would have limited the proportion of correct predictions. 
Two examples will demonstrate the difficulty: 


A very hearty assessee, Stub, who was considered a rare “find” because he 
was intimately acquainted with many influential residents of a strategic oc- 
cupied zone of coastal China, could not be rejected by assessment on the basis 
that he was a man of strong personal prejudices with whom some people 
would find it difficult to work harmoniously. He got on well with most of his 
associates at Station S and was eager for his proposed assignment, but, as luck 
would have it, when he arrived in China he was paired with an utterly in- 
compatible person. Their tactical conceptions proved to be irreconcilable and 
they quarreled so violently that it became apparent that it would be impossible 
for these two to cooperate effectively in carrying out the hazardous project 
for which our assessee had been recruited. Since there was no qualified sub- 
stitute, the plan was abandoned. . . . He was rated Unsatisfactory in the 
theater (11, p. 458 £). 


In another case, completely extraneous circumstances, which were not 
directly connected with military life, altered an expected outcome: 


- one high-ranking OSS officer 
from a friend of his in America inf 


> while operating abroad, received a letter 
the local gar 


orming him that his wife had run off with 
ageman, leaving no message or address. As a result the officer’s 
morale, which had formerly been high, dropped to zero. The assessment staff 
could predict that a small percentage of men would have to cope with a pro- 
foundly depressing or disquieting event of this sort, but, again, it was not 
possible to guess which of the assessees would be thus afflicted (11, p. 454). 
As a result of such considerations the staf concludes that “there is a 
certain inevitable and irreducible percentage of prediction errors ascrib- 
able to the fact that when it is a matter of 


deciding whether to accept or 
reject a candidate . . . only future events which are known to be prob- 
able . . . should be considered in making the de 


c cision, but in a certain 
proportion of cases, events which are improbable—and hence should not 


or eS 
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be included in the assessor’s calculations—will actually occur” (11, p. 
454). Fortunately, the conditions of civilian life in peacetime are more 
stable and better known to the clinician than the military exigencies that 
confronted the OSS. 


THE EFFECTS OF PREDICTIONS 


Predictions are made by human beings who wonder about the future. 
They are compounded out of the knowledge and experiences of the men 
who make them. Preferences, feelings, and beliefs enter into this human 
product in one way or another. Even the confirmed statistical psycholo- 
gist, who would predict only by cross-validated multiple-regression equa- 
tions, is expressing a preference for certain kinds of demonstrations. He 
feels a need for limiting the open expression of his fantasies and even 
for limiting the fantasies themselves. But his preferences do not guarantee 
and bind the future. He himself knows this and labels his guesses as 
guesses by attaching probabilities to them. There is always the possi- 
bility of the new treatment, of the change in circumstances, of the novel 
and creative event. When we use a prediction method that worked in 
1950, we ought to be aware that we derive our prediction-fantasy about 
the future from a culture that was, not is. 

Predictions as Stimuli. What you should not overlook is the fact that 
the forecast itself initiates changes and so modifies the outcome of the 
Situation, It is not only the weather that influences people’s choices of 
clothing; the predictions of the weather bureau affect them, too, In 
clinical work, the expectation of a favorable outcome may induce opti- 
mism and greater efforts in the relatives and friends of the client. 
Perhaps the client himself is stirred to a renewed attack upon his prob- 
lems. If the status of the predictor is high and his logic convincing, other 
Specialists—physicians, teachers, social workers, counselors—may take 

€art and search vigorously for ways to help. : 

Of course, unfavorable predictions may influence the social environ- 
ment, too, Some persons are challenged and work harder when the odds 
are against them, More often, expectation of a dismal future leads to 
resignation and to apathy. When hope is nearly dead, small improve- 
ments in the client may go unnoticed; assistance may become perfunc- 
tory, The social supports of the distressed person become wobbly, and 

S own disintegration is hastened by the disintegrating hopes of people 
around him, 

Even predictions that are not openly announced may affect treatment 
and outcomes. We may not tell anyone else about our forecast, but the 
Ormulation of it may end our concern and our further inquiry. Or, more 


Seriously, We may misinterpret or fail to see data that conflict with our 
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conclusion. As clinicians, counselors, and teachers we need not stop 
speculating about the futures of the people we see, but we should not 
file our speculations in the folder of established fact. 

Clinical Predictions in Social Problem Solving. By now you may be 
thinking that we should base our predictions on their anticipated social 
effects instead of on the principles of probability. Perhaps our forecasts 
should be determined largely by their effectiveness in promoting social 
involvement with the client and his difficulties. That proposal is hardly 
defensible. Such a course would soon be found out, and then predictions 
would lose their power to motivate people. No, we must take predictions 
for what they are: the best estimate of the unknown future. They are 
important clinically because they modify our actions in connection with 
the present problem. But they should not blot out all the rest of the 
changing and rich reality surrounding us. Predictions ought not to freeze 
the relationship between client and clinician; they should contribute to 
the growth and change of the relationship. 

Let us say that test results and scientific investigations permit us to 
predict with justifiable confidence that a boy will remain intellectually 
retarded—that he will never be able to complete the usual elementary 
school work. Does this mean that we and the boy’s parents are done with 
the problem? Must we resign ourselves to the cheerless unfolding of an 
accurate prediction? Perhaps it would be better to conceal the bitter 
facts from the parents. “But knowledge of facts does not entail conform- 
ity and acquiescence. The contrary is the case, Perception of things as 
they are is but a stage in the process of making them different. They 
have already begun to be different in being known, for by that fact they 
enter into a different context, a context of foresight and judgment of 
better and worse” (4, p. 298). 

The prediction, known, joins with our feelings and our other knowl- 
edge to aid the creation of a new set of relationships for the retarded 
boy. Changed attitudes and expectations of his parents, efforts to teach 
him in new ways, and a breaking of the old mold of his life bring about 
readjustment in ways not foreseen by the predictor. 

Problem 5. Perhaps you can become aware of the present impact of 
predictions by pretending and imagining. Pretend that you have heard 
an expert predict that you will become a patient in a mental hospital six 
months from now. How does this make you feel? What do you want to 
do? Now consider these questions: 


1. How could this prediction, once announced, increase its own 
chances of becoming true? 


2. How could the announcement of this prediction decrease its chances 
of being true? 
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8. Should unpleasant predictions be withheld from clients and their 
relatives? Explain your point of view. 


oo NA ouA ao 
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CHAPTER 38 


Clinical Sensitivity and Hypothesis Making 


When students compare their appraisals of a person with those made by 
an experienced clinician, they are often amazed at their failure to seize 
upon significant observations and to make the proper inferences from 
them. Sometimes beginners feel that these “old hands” must have been 
born with intuitive powers. They forget the long history of training and 
contact with varied problems that the elder specialist has. This ability to 
note the significant features of behavior or of a history and to draw useful 


inferences we shall call “sensitivity.” Dr, Stanley Cobb tells a good story 
to illustrate it: 


I remember well, when acting as clinical clerk at Queen Square for Kinnier 
Wilson, I saw him present a new case to a group of students in the out-patient 
clinic. I was seated at the table taking notes; Wilson was standing, having 
just dismissed a patient, and there was an empty chair beside my table. Wilson 
rang for the next patient, the door opened and a man entered, followed by 
his wife. He walked across the fifteen feet of classroom, smiled at the students 
and at me and sat down. Wilson turned to me instantly and said, “Write down 
G.P.I, as the diagnosis.” Probably my jaw dropped, for he went on, “Well, 
Cobb, what else could it be? Here is a middle-aged man coming to a nerve 
clinic. He enters the room smiling, pushes ahead of his wife, does not take off 
his hat, takes the only chair without asking and likes an audiencel” Subsequent 


neurological and serological studies proved the correctness of the diagnosis 
(8, pp. 559 f). 


Even though you criticize Wilson’s dramatic performance as a hasty 
generalization, remember that his diagnosis of paresis (sometimes called 
G.P.I. or general paralysis of the insane) was based on well-known char- 
acteristics of the disease. The onset is typically in the fifth or sixth decade 
of life, and symptoms often include a disregard of social niceties and 
lack of inhibition. The diagnostician went beyond these things, how- 
ever, and understood the significance of the simple fact that the patient 
had come to a neurological clinic. Perhaps further examination of the 
patient would not have supported Wilson’s guess. Was he wrong, then, 
in making it? No, for the guess brought order into the available facts. 

52 
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It served as a hypothesis to guide further observation and study. In 
order to teach sensitivity, Wilson announced his hypothesis sooner than 
is customary. But it is worth notice that further studies were done, despite 
the specialists confidence in his conclusion. 

Leaving aside the dramatic impact of being able to “smell a diagnosis,” 
such sensitivity is of real value in the study of people. Many times clin- 
icians must study people in settings that are not ideally suited for clinical 
investigation. Clinical work in industry, for example, requires the psy- 
chologist to be sensitive to the personalities of all the persons with 
whom he works: executives, supervisors, union leaders, employees. Often 
his only opportunity for assessing a person of key importance will come 
during a luncheon or a planning conference. If he is adept at picking up 
small cues and subtle meanings, he can learn a great deal without asking 
direct questions that would be inappropriate and would arouse opposi- 
tion. In clinical interview situations, the psychologist has no time to 
meditate at length upon his next move. He must be able quickly to de- 
cide upon a line of questioning or whether to make another appoint- 
ment. When heavy case loads allow only a little time for each client, 
the Sensitivity of the experienced clinician is a great practical asset. 


THE NATURE OF CLINICAL SENSITIVITY 


In a broad sense, clinical sensitivity is awareness of significant internal 
and external events. When we say “significant” we mean the kind of 
events that help us understand people. The clinician cannot be aware 
of everything that is happening as he interacts with his client. The rum- 
bling truck on the street or the dull hum of the office fan goes unnoticed, 

ut a barely audible sigh commands the psychologist’s interest. This hap- 
Pens because the specialist brings a framework of purposes and interests 
that accents particular details of his environment. This accenting is not 
Mere vividness; it is vividness with meaning. That is to say, the vivid 
etail arouses tendencies to do something more than to attend to it. As 
© perceives, the clinician is already at work framing a question, making 
an inference, validating a conclusion, or reorienting himself to receive 
New data, The perceptual process could not be what it is without the 
Motor readiness, nor could the motor process be released and smoothly 
Suided without the sensory input. Clinical sensitivity, then, depends upon 
readiness to react in ways that are psychologically evaluational, diag- 
nostic, and therapeutic. 
ensitivity to Actual Behavior Processes. A part of clinical sensitivity 
Consists in being able to see and utilize the behavioral events in clients. 

e Psychologist is aware of the shifting glance, the reddening cheeks, 

© tremulous voice. He notes the interlaced fingers, bitten nails, and 
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hunched posture. He reacts to subtle changes without interposing a de- 
liberate reasoning process. Smiles, for example, vary in ways that are 
hardly describable. There are smiles of friendly acceptance, of embarrass- 
ment, and of momentary triumph. And there are patronizing smiles and 
humble pleading smiles. Probably pictures of these facial patterns would 
show no stable differentiating features. Yet we can recognize them when 
we see their actual growth and fading in a context of social interaction. 

You may think that these events are so obvious that no one could miss 
them. That is not the case. Some people do not even take a good look at 
those around them. And as for listening, the misunderstandings in most 
conversations testify to its intermittent character. Preoccupation with 
what he is going to say next or concern about the impression he is mak- 
ing often hinders the perceptual acuteness of the beginning clinician. 

Problem 1. This exercise is meant to reveal the selectivity of interper- 
sonal perceptions. Do not be misled by its apparent simplicity, for it can 
heighten your awareness of what you and others are perceiving. 

In a casual situation, ask a friend to describe you. You may need to 
explain that you are doing a psychological exercise and need some help, 
but be careful not to influence his observation by what you say. Here 
are some neutral instructions: “Tell me what you notice about me.” If 
he wants you to be more specific, simply say: “I’m not interested in any 
special things. Just tell me as much as you can about what you notice 
as you pay attention to me.” As he observes, be casual and continue to 
move normally. Don’t stiffen. At the end of the description, you may 
explain that you are trying to find out what people consider important 
as they watch other people. 

As your friend describes you, notice how he does it. What does he 
pick out firstP Does he note clothing, skin, hair, facial expression as he 
goes along? Does he mention actions? Does he describe his own feelings 
about you? Does he describe invisible qualities such as your traits, mo- 
tives, and attitudes? At what point does he stop? Was his description 
rich or meager? Does he leave out items that often are avoided in polite 
conversation: facial blemishes, scuffed shoes, awkward posture, and 
the like? 

Repeat this exercise with several other people, then answer these ques- 
tions: 

1. What kind of data is most commonly noted? 

2. What kind of data is most often overlooked or neglected? 

3. Summarize the chief differences you found among the observers. 

4, Can you give any speculations or guesses as to the reasons for these 
differences? 

In the second part of this exercise, you will try the more difficult task 
of noting your own observational method. Pick out a person on a bus, 
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in a library, or at a lecture, and note your observations. Do this for sev- 
eral people. 

1. Did you change your method or style of observing from one time 
to the next? How do you account for the changes, if any? 

2. Were you aware of an unwillingness or a resistance to make any 
observations? Or of a preference for certain kinds of details? What were 
they? 

8. Describe your way of noting things about people in these situations. 

Perception of Social Meanings. The behavioral events we have just 
mentioned tell very little to the clinician unless he understands them as 
Part of a social event. If he knows that both general custom and personal 
interpretations of social relationships are at work, he will see richer 
meanings in the client’s behavior. He can feel that the client is manipu- 
lating, entertaining, entreating, or fighting him. One person may, without 
asking, take a cigarette from his desk; another apologizes at length for 
a minor mishap. One woman may dress seductively for her interview; 
another appears in a house dress. These items cannot be understood 
without awareness of the social context. The nature of the consulting re- 
lationship, the circumstances that brought the client to the psychologist, 
the social formalities of the community—all provide a background for 
understanding the kind of relationship the client seeks to establish. 

Most linguistic phenomena cannot be interpreted without familiarity 
with the techniques of expressing feeling. A sensitive clinician will be 
aware of evasion and of veiled meanings in language. He will hear a 
refusal to cooperate masked by polite speech forms. He will notice vul- 
Sarity, pedantry, euphemisms, and childishness in the choice of words. 
And he will note the pauses in the stream of speech and the topic under 

Scussion when they occur. 

The ability to note and interpret these social phenomena obviously de- 
Pends on the life experience of the psychologist more than it does upon 

is reading. And among the experiences that count heavily, practice in 
Psychotherapy ranks high, For there the circumstances make it possible 
to inquire directly into the meaning of the smallest events. Through long 
Contact with a client, the therapist has an excellent opportunity to test 

e validity of hunches and guesses based on subtle cues. 

, Sensitivity to Data in the Client’s History. There is another kind of clin- 
ica] Sensitivity that is quite different from those we have just mentioned. 
is at is the ability to note and interpret details of a life history or symp- 

m pattern, This ability comes only from familiarity with psychological 


this The writer is indebted to Dr. Frederick Perls for the conceptions that led to 

aor eae Some similar exercises in this book. Dr. Perls is concerned with the bee 

it s use of such training; the present exercise has a different aim. Of course the 
T assumes responsibility for bis use of these conceptions. 
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diagnosis and personality development. As the client reports the events 
of his life, the clinician hears them in the light of his knowledge of other 
cases and his formal training. If the client describes a father who was 
“weak” and who “didn’t mix well,” the clinician has fantasies about the 
probable influence of a withdrawn parent. Rapidly, he speculates about 
the kind of model such a father would supply, about the father’s ability 
to show affection for the client, and about the relationship between the 
parents. Another client may report that he is an only child, born to a 
mother who had given up hope of having children. Then the psychologist 
speculates about the amount of overindulgence such a mother may show 
and about her possible overprotective attitude. 

Knowledge of psychopathology helps the clinician evaluate the serious- 
ness of reported events in a way that is impossible for untrained people. 
A client may report quite casually that he has had several “spells where 
my words got mixed up, and I couldn’t say what I had in mind to say.” 
The clinician immediately thinks of the possibility of a transient aphasia 
and presses for a more complete description, but to the client this is only 
one of many puzzling events he has experienced. On the other hand, 
a client may attach pathological significance to facts which the clinician 
regards as essentially normal. For instance, a young woman may be 
deeply concerned about her occasional masturbation, The clinician, how- 
ever, is thinking about her concern more than about her masturbation. 


He wonders about her sexual attitudes, relations with men, and her image 
of herself. 


INDIVIDUAL DIFFERENCES IN SENSITIVITY 


It is commonplace to say that there are wide differences in sensitivity 
among people. Two committee members or two party guests will per- 
ceive quite different happenings in their social groups, and these dif- 
ferences concern the unexpressed or partly revealed attitudes and mo- 
tives of the people present. It is not simply that one person sees more 
than the other, although that often happens. The differences depend 
on the interpretive construction that is placed on what is seen and heard. 
Let us take a brief look at the basis for inferences or “intuitions” about 
the feelings of another person. How do people show us what they are 
not willing to tell us? 

Any act is the result of more than one motive; usually there are many 
motives. Now these motives are not all equally strong, although they all 
may favor the action in question. Let us assume that they influence the 
action approximately in proportion to their respective strengths. The 
action is carried out in such a way as to satisfy the total motivational 
demand as much as possible, and this results in a particular course and 
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manner of behavior. If the relative strengths are altered, the action will 
still occur, but there will be subtle changes due to the changed motiva- 
tional pattern. Thus, two acts that are superficially similar betray dif- 
ferences in their motivational sources by differences in the style of the 
total act. We can illustrate these points by an oversimplified example. 

Two clients are asked to take a test and both refuse. Let us suppose 
that they have identical motives for refusing: desire to talk about an- 
other problem, fear of the test, and hostility toward the clinician. The 
relative strengths of these motives for the first client are in the order 
given: desire, fear, hostility. For the second client, however, hostility is 
strongest, and desire to discuss something else is weakest. The second 
client is likely to use a sharper tone, to be more argumentative, to find 
fault with testing, and to be less willing to compromise. The bare fact 
of resistance to being tested is common to both clients, but by itself 
it tells us very little about the motives of the two people. 

There is another thing that aids immensely in interpreting the emo- 
tional-motivational patterns lying behind various acts: seeing relation- 
ships between different events in the stream of social interaction, even 
though they are remote from one another. In the example we have just 
given, the clinician does not have to rely solely on the sharp tone and 
argumentative manner in order to guess the client’s motives. He may 
also be aware that a few minutes earlier he openly disagreed with the 
client and that, at the opening of the interview, he refused to give the 
client certain confidential information. This background makes it easier 
for the clinician to realize the hostile character of the client’s refusal 
to be tested. The clinician has already sensed that events were produc- 
img an increase in the strength of hostile feelings. 

Development of Differences in Sensitivity. If the view we are pro- 
Posing is Correct, the insensitive person fails to take account of the style 
and timing of an act, and he fails to relate the events of a social inter- 
‘ction to one another. He takes behavior too much at its face value. The 
Sensitive interpreter, on the other hand, does not abstract to such a 

gree, He neglects fewer details, and he tends less often to isolate 
events from one another. Why do these differences arise? 

hile we actually do not know the details of the process, people 
Probably learn to be sensitive because it is useful to them. It enables 
them to adjust more effectively to social situations, to avoid unpleasant- 
ness, to Satisfy more of their own needs. The learning must begin early 
In life when the young child learns to avoid the scowl and run toward 
the Smile. As the developing individual becomes more practiced, he re- 
“Ponds to Jess obvious changes in others. And the need for forecasting 
how family and friends will react to him leads him to seek consistencies 

Motives and attitudes. The result of this long learning process is that 
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adults have “ready-made” reactions and appraisals—most of them with- 
out the deliberate use of logic or speculation. 

Obviously, sensitivity does not always yield pleasant or satisfying 
outcomes. If awareness of subtleties in behavior continually reveals 
critical, rejecting, or contemptuous attitudes on the part of those around 
one, it could lead to chronic anxiety. One way of alleviating this anxiety 
is to shut off perceptions of subtleties—to act as if the disturbing in- 
formation is not really present. And the same thing could happen when 
a person feels compelled to comply with the wishes of those around 
him. Acute perception then reveals a burden of requests on all sides. 
Better to blind oneself, at least in part. These and similar personality 
problems may end in producing defensively insensitive people—the 
withdrawn, negativistic, or contemptuous—who live in a world where 
the reactions of other people do not, indeed must not, matter, 

The circumstances of family living, of course, vary widely in the 
opportunities they afford for observing and for validating our hunches. 
Persons with limited social contacts hardly have the chance or the need 
for much sensitivity. Families that express their feelings openly and 
strongly provide clear guides for the child. He can interpret social situa- 
tions without resorting to minute behavior cues. And homes also differ 
in the amount of discussion and attention focused on the understanding 
of covert behavior. Consequently, children differ in their concern with 
such events. 

Some people are excessively and inappropriately sensitive. Sometimes 
this is the outcome of living in a family where expression was cautious 
and guarded, and the control of children was accomplished by veiled 
rejection. These families produce the timid, dependent adults who 
habitually scan the social horizon for signs of disapproval or praise, but 
who see nothing more. Inappropriate sensitivity also occurs in suspicious, 
paranoid people. They read evil intentions into every smile, neglecting 
to consider the social setting of their observation. These instances show 
us that distorted personal development and coercive personal needs can 
interfere with accurate and sensitive social perception. 

On the other hand, an intelligent adult with a fairly normal develop- 
ment, adequate social contacts, freedom from dogmatism, and a gen- 
erally satisfying life may reasonably trust many of his reactions to people 
in face-to-face situations. To say this is not, however, to endorse snap 
judgments nor the glib, stereotyped interpretations of behavior made 
by socially dominant people who proudly announce their “knowledge 
of human nature.” 

Blunting. Of special concern to psychologists is the possibility that 
their training may decrease their sensitivity. It may be that the formal 
preparation in academic work robs a psychologist of a certain desirable 
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naiveté in reacting to others, although it develops analytic and objective 
methods of thinking. For one thing, most formal training centers around 
the acquisition of knowledge by reading. Academic life encourages 
interaction with books rather than with people. Furthermore, the reward 
pattern in schools gives more benefits to the successful reader of books 
than to the successful reader of people. But we cannot condemn nor 
reject academic training simply because it may sometimes have these 
effects, Instead, we must seek experiences that take us beyond the lamp 
and the book. 

Another characteristic of psychological training that can lead to blunt- 
ing is the emphasis on the use of tests. For some unwary students, learn- 
ing to use psychological tests produces an overdependence upon them. 
The trouble is not with the tests; it lies in the attitude of the tester. This 
attitude has been described by D. M. Levy in discussing the work of 
psychologists in military service: 

A problem that seemed a special addiction of psychologists, as revealed in 
a number of their interviews, was failure to recognize the importance of their 
own findings—a type of shyness quite unlike the feeling of confidence they had 
with data derived from tests. Their underemphasis of frequently excellent per- 
ceptions of personality difficulties was due, I assume, to inadequate background 
of clinical experience, especially of psychopathology. Hence they missed those 
strengthening elements in clinical vision derived from exposure to a large variety 
of psychiatric patients and were unable to stand by their more subtle observa- 
tions. That may explain the curious phenomenon when a person was discharged 
from service for the very reasons the psychologist had recorded in the original 
examination, but whom he had recommended nevertheless (10, pp. 97 f). 


Probably the “curious phenomenon” described by Levy is due not 
only to lack of clinical experience but also to excessive reliance upon 
test data. Good psychological tests are as revealing in the study of per- 
Sons as X rays are in the study of organs, but much pathology escapes 
both methods. 

Another contributor to the blunting of sensitivity is an extremely 
analytic observational attitude. There is some evidence that deliberate 
efforts to analyze your own observations interfere with correct judg- 
ments. To some unknown extent, then, academic emphasis upon analytic 
methods of thinking may decrease the usefulness of your direct reactions 
to the people you study. 


OBSERVATIONAL ATTITUDES 


Analytic Observation. The attitudes of the clinical observer vary from 
a deliberate focusing of attention upon specific aspects of the client's 
behavior to a rather drifting, global, and diffuse receptive set. We shall 
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call this latter kind of observation “free-ranging” as opposed to “analytic.” 
Extremely analytic observation is frequently used in research studies. 
Certain aspects of speech, gesture, or general motility may be watched 
and tallied. In clinical observation, an analytic attitude may be adopted 
by a clinician who has certain hypotheses about his client and is seek- 
ing further evidence. For example, he may believe that the client is 
excessively anxious about sexual matters; for a time, then, he is particu- 
larly intent upon the client’s reactions during the discussion of sexual 
topics. Or, early in a diagnostic interview, the clinician tries to acquire 
information rapidly by focusing on specific features of behavior: voice, 
facial expression, manual and postural activity. This deliberate shifting 
of observational set is continued until the clinician has covered most 
of the observable features of behavior. 

Probably no one in clinical work is continuously analytic in a rigid, 
completely systematic way. Some people approach it more closely than 
others, however. Usually, using a systematic survey outline, such as 
a standardized interview blank, results in more analytic observation. 
Such blanks are meant to keep the clinician from overlooking significant 
aspects of behavior. For example, forms for recording the data from 
psychiatric observation include mood, general appearance, stream of 
speech, condition of the sensorium, recent and remote memory, spatial 
and temporal orientation, and so on. Some systematic outline is helpful 
to beginners, although they will probably use it quite flexibly as they 
become more experienced. 

Analytic observation leads to data that are readily communicated. 
Fairly clear descriptions of events can be recorded, and these aid efforts 
to make formal inferences. Perhaps that is why we find the analytic 
attitude so frequently in the psychological laboratory. 

Free-ranging Observation. In this kind of observation the clinician 
allows himself to be carried along by the client, and attempts to be 
sensitive both to his own reactions and to those of the client. As the 
interview continues, certain impressions emerge without deliberate effort. 
This kind of attitude probably increases the chances that the clinician 
will react to minimal cues (perhaps even subliminal ones) and will 
reach judgments that have a “global” character. This diffuse form of 
observation is more often found in therapeutic interviews than in diag- 
nostic sessions. In the former, the intimate acquaintance of the clinician 
with his client enhances the opportunities for correct judgments, just 
as is the case with friends who know each other well. Then, too, therapy 
more easily allows the clinician to lapse into the passivity required in 

free-ranging observation; he does not have to pay attention to directing 
the session. : 

Free-ranging observation seems to depend for its value on the emer- 
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gence of “natural” or spontaneously formed perceptual units. The im- 
pressions of the clinician are successive figures that form against the 
general background of the flow of behavior. Probably the principles 
used by gestalt psychologists to account for visual-figure formation oper- 
ate in this more complex situation: proximity, similarity, simplicity, 
good continuation, and closure. As the psychologist observes, he is 
struck by repetitions, by an ordering of the client's actions, by gaps 
and deviations, He does not begin by intending to discover such things; 
they impress themselves upon him. If these impressions are to form 
spontaneously, it is important for the clinician to refrain from forcing 
his observational data into a pattern. He needs to let himself experience 
the fluidity and unstructured character of his early impressions, and to 
wait until some impression intrudes upon the jumble of events. The pat- 
terns of observation form themselves. 

In this kind of attitude, it is essential that the clinician be aware of 
his own feelings. We mean this quite literally. He must know what is 
occurring inside him, what he is doing, wanting, and sensing as the client 
stimulates him. These inside events are part of the data that tell us what 
the client is doing just as surely as his actions show us. For the clinician, 
too, is a person, and in a social interchange his own reactions have mean- 
ing. The process of using one’s own reactions as data has been called 
“recipathy” by Murray (18), He contrasts this process with “empathy” 
in which the clinician feels something akin to the feelings of the client. 
In the writer’s opinion, recipathy is the more important of the two 
processes; empathy is always one’s own feeling in the last analysis, 
anyway, and should be recognized as such. There is, of course, no rea- 
son why the data supplied by one’s own feelings cannot be used in all 
observation, but it seems easier to be aware of them under conditions 
of free-ranging observation. 

Several examples will help to show you how recipathy can be used. 
Here is an instance from the writer's experience: 

Early in my clinical work, I was trying to understand the occupational his- 
tory of a nineteen-year-old boy. I could not grasp the chronology of events 
nor his reasons for changing jobs. As we talked, I became increasingly aware 
of my confusion, At first, I attributed my feelings to a lack of interviewing 
ability, Only after the interview did the real significance of my mixed-up state 
dawn on me. I realized that usually I did comprehend the chronology and the 
reported motives of the people I talked with. My own confusion must be a 
reflection of the confusion in the boy. Later, testing and study by other clini- 
cians proved he was, indeed, a mixed-up, schizoid personality. 


The second example is from Reik’s experience: 


At the beginning of her analysis, a young woman doctor described her feel- 
ings during sexual intercourse in a quiet objective manner. In doing so she 
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spoke of sensations at the “orificium uteri,” the “mons Veneris,” etc. As I listened 
I felt a slight touch of astonishment. It was quickly suppressed. Why should 
not a doctor use these Latin terms? They are familiar to her. The subsequent 
course of the analysis proved my reasonable reflection to have been misplaced, 
and my fleeting sense of astonishment to have been psychologically justified. 
Her markedly objective manner of speaking about sexual matters proved to 
be mental camouflage. At a later stage it was easy to ascertain that the young 
doctor’s apparent lack of embarrassment in speaking on the subject of sex 
concealed a strong inhibition (14, p. 223). 


Often the clinician’s reactions to the client will be similar to the reac- 
tions of other people. If he is annoyed, repulsed, or made to feel pro- 
tective, it is probable that other people often react the same way. Of 
course, we must always allow for individual tendencies and biases in 
the clinician. If he is moody, easily irritated, or moved to sympathy, 
he ought to know it and to modify his interpretation of his own feeling 

responses to a client. 

It is difficult to explain the reasons for judgments made under free- 
ranging conditions. Impressions tend to be general and without obvious 
and clear-cut external basis. We may describe a person as “warm,” 
“sly,” or “patronizing,” without being able to point to the specific acts 
that produced this impression. In part this is because the observer is 
not set to recall details. But it is probably also due to the fact that the 
clinician does not mull over a list of observed details in arriving at 
a conclusion. His judgments are as immediate as those of a lover who 
realizes in a flash that the affections of his beloved have cooled, The 
realization comes to him before he starts the search for detailed evidence, 

Since the outcomes of free-ranging observation depend on the cumu- 
lative (but probably nonadditive) effects of subtle cues, the observer 
cannot recount the steps by which he reached a conclusion. This fact, 
in addition to the difficulty of communicating the external events on 
which the impression is based, has given this kind of observation a bad 
name in some scientific circles. Yet that is hardly enough to condemn 
it as a useful clinical method. For at the very least it can serve as a 
source of hypotheses. At the best it can lead to impressions that could 
be obtained in no other way. There is some evidence that it has value. 

Attitudes in Observing Simple Performances. Estes (7) prepared a 
series of silent films showing fifteen subjects doing simple tasks. This 
film ran about two minutes for each subject and showed him doing such 
things as building a house of playing cards, holding a lighted match 
until it burned out, or pushing another person off balance, Various 
groups of people were asked to view the films and estimate certain 

personality characteristics of the subjects, The fifteen subjects had 
been studied intensively in a cooperative research project, so that Estes 
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had adequate criterion data for use in checking the accuracy of the 
judges. Among other things, Estes found that judges who had interests 
in dramatics or in the graphic arts were more accurate than judges 
whose main interests lay in the sciences and philosophy. Furthermore, 
the thirteen best judges did not use a deliberate analytical method 
of observation and inference. They made use of what we have called 
“free-ranging” observation. On the other hand, some judges, from col- 
lege faculties, were consciously analytical and logical. They did poorly 
in sizing up the personalities of the subjects. 

While the conditions of this experiment were quite restrictive in terms 
of the amount of cues offered, the results suggest that free-ranging 
observation may have some merit. They also suggest that deliberate 
logical analysis of behavior may not always be the most useful method 
for clinical observers. 

Value of Both Methods. Probably beginners in the study of people 
can do little else than adopt an analytic attitude. Gradually habits of 
noting significant aspects of a client's dress and behavior will be formed 
and become automatic. And, presumably, they will then find it easier 
to utilize a less deliberate procedure. Undoubtedly some of you have 
personalities that make analytic methods of thought and observation 
So congenial that you will find no point in trying to do anything else. 
And a few will find the same methods nothing but dull impediments. 
Perhaps most of you can attain a certain flexibility, veering now toward 
one, now toward the other method. As Murray sums it up: “We hold 
no brief for uncontrolled, free-floating intuition. But we do maintain 
that critical emotional participation (empathy and recipathy) may be 
cultivated to advantage and, when corrected by all other means at our 
disposal, is the best instrument that we possess for exploring the ‘depths’ 
of personality” (18, p. 249). 

As we go on in this chapter, then, we shall run the risk of making 
you overanalytical by pointing out certain things to look at and to hear. 
These will be for the most part commonplace things, But they have 
their place in helping to develop sensitivity. 


PRACTICE IN OBSERVATION 


Problem 2, For a start in looking carefully at a person, try observing 
arm and hand movement. Seat yourself in a library, streetcar, restaurant, 
or in an auditorium and pick out a person whom you can watch incon- 
Spicuously, Pay attention to movements of arms and hands alone for 
about five minutes, If you can, use a pad to record notes or diagrams. 
At the end of your period of observation you should be able to answer 
the following questions: 
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1. Did the person make many or few movements? 

2. Was one arm used more often than the other? 

8. Were the gestures generally rapid or slow? 

4. Were the movements small or large in the area of space covered? 

5. Were particular movement patterns repeated or were all gestures 
different from one another? 


If you observe the gestures of four or five different people, you will 
begin to develop a set of rough norms as to frequency, rapidity, and 
extent of movement. You will also find that the circumstances under 
which the observations were made affect your findings. Observation of 
the gestural patterns of three people under similar circumstances (for 
example, during library study) will soon convince you of the marked 
individual differences to be found in even these simple patterns, 

Naturally, you will notice features of the gestures which are not 
covered by the five questions in Problem 2. There are differences in 
gracefulness, jerkiness, and forcefulness of movement, Certain body 
parts may be favored as targets of the gesture: the hair, eyes, nose, or 
chin may be touched or rubbed repeatedly. The position of the fingers 
will vary from outspread hand to clenched fist. And objects such as 
pencils, books, theater programs, and rings may be handled in charac- 
teristic ways. 

As you become more skillful in observing, you should be able to 
incorporate more of the context of the gesture into your formulation 
of what you see. Thus, you may be able to notice, during a conversation, 
that your subject’s hands increase their activity during the discussion 
of certain kinds of topics. Or you may find that a special pattern is re- 
peated under similar motivational and emotional conditions, One such 
pattern is the drumming of fingers on desks by students who are im- 
patient for a class to end. 

Other Bodily Gestures. Although the arms and hands are mobile body 
parts and easily observed, your observation must eventually include 
the whole body. For instance, the head may incline forward 
in a submissive gesture or tilt back as in aversion or surprise. The shoul- 
ders do not remain motionless. You can easily notice shrugging, slump- 
ing, straightening. The feet and legs sometimes yield useful cues. Thus, 
impatient drumming of the fingers has its counterpart in restless tapping 
of the feet. Or people who are ready to rise from a seated position will 
often assume an anticipatory posture, drawing the feet back and keep- 
ing them flat against the floor. 

Movements of the face are particularly important in the study of peo- 
ple. Faces show such a rich variety of patterns and rapid transitions, 
however, that it is not easy to formulate clear statements about what 
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the observer has seen. Ordinarily we do not describe the actual facial 
pattern but state the inferences we have made. Thus we say, “He didn’t 
like my remark,” instead of reporting that he frowned or tightened his 
lips. In most cases, such inferences are not based on facial movement 
alone but on our understanding of the whole immediate situation. Even 
without the frown, we suspect that our remark would arouse opposition 
in this individual. If the frown actually occurs, it tends to reinforce our 
belief in the correctness of the guess. 

As with other body movements, people show wide individual differ- 
ences in the degree of facial mobility. Some maintain an almost motion- 
less face for an entire interview (think of the experienced poker player), 
while others continuously change expression in response to the affec- 
tive shifts in conversation. A few people will strike you as deliberately 
acting or striking poses intended to impress you. Examples can easily 
be found among intellectual posers who knit their brows into deep 
furrows when asked a question. They want you to realize how deeply 
they consider each precious thought. 

Changes in the eyes are instructive. Careful observation will show 
an increased shine or glisten of the eyeball, the result of a slight increase 
in tears. Sometimes tears accumulate along the edge of the lower lid, 
even when the person appears otherwise well controlled. Such changes 
can often be noticed a minute or so in advance of actual crying. Some- 
times people resort to rubbing the eyes or nose blowing; they want to 
remove accumulated tears without appearing to do so. 

Eyelids may be lowered or completely closed as part of an emotional 
reaction. Sometimes partial closing is a way of avoiding the examiner's 
gaze. Relaxation or attempts to concentrate on thinking often include 
eyelid closing. But always the lowered lids show withdrawal from the 
immediate social contact. 

Shifting fixation of the eyes to avoid looking at the examiner is fre- 
quently found, but it has no single meaning. An early study by Moore 
and Gilliland (12) suggests that nondominant men are less able to keep 
a fixed gaze directed at the examiner's eyes than dominant men, but 
more evidence is needed on this point. It is fairly common for persons 
to report in counseling interviews that they feel others can “see through” 
them by looking them in the eye. Some such attitude often lies behind 
the lowered eyes that betray a sense of guilt or shame. 


SIGNIFICANCE OF GESTURES 


Movement and Expression. At one time, psychologists tended to view 
bodily gestures as expressions of “psychic” or “mental” states. One of the 
important problems for investigation was to discover the bodily cor- 
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relates of particular “states of consciousness.” Work on this problem 
developed useful methods and resulted in a good-sized body of fact, 
but the problem has never been really solved. When it was possible 
to take a naturalistic view of human behavior and to give up the “mind- 
body” notion, it became clear that there was no such thing as a move- 
ment which “expressed” a state of consciousness. The “expressive move- 
ments” could be understood as overt portions of a total reaction pattern. 
Although we retain the phrase today, we use it to refer to movements 
which have symptomatic value, which permit inferences about the covert 
side of responses, and which may indicate something of the person’s 
personality patterns. ; 

The gesture of a body part must be initiated by some motivational 
state. Thus, fatigue resulting from a fixed position brings changes in 
posture or arm position. Local irritation, caused by a mosquito bite 
or by perspiration, may lead to scratching or rubbing. The requirements 
of communication favor the appearance of waving, pointing nodding, 
and so on. Certain gestures are part of a more general avoidance or 
approach pattern. Some clients, for example, may place a piece of test 
equipment on the desk with a quick shove that clearly shows they want 
to be rid of it. 

One of the motive states that particularly interests clinicians is anxiety. 
Anxiety usually involyes increased tension in the striped musculature 
as well as altered visceral action, Common covert reactions include: 
motility changes in the gastrointestinal tract, rising blood pressure, and 
glandular secretion (as in crying and sweating). During anxiety the 
rate of movement and the total number of movements usually increase. 
Often the movements appear jerky and clumsy. These indicators of 
anxiety are important for they are sometimes the first sign of the 
` patient's reaction to topics with personal significance, 

Style of Movement. Although the specific goal of a gesture depends 
on the person’s motives, the “style” of movement is partially independ- 
ent of the motive involved. Style may reflect more general character- 
istics, such as social role or status. Efron and Foley (5) were able 
to demonstrate this fact in a study of differences between the common 
gesticulations of “traditional” Italians and “traditional” Jews. They also 
found that assimilated Jews showed gesture patterns unlike either of 
the “traditional” groups, although they resembled the gestures of the 
non-Jews in their own social environment. Of course, individual differ- 
ences were evident, even within the same social group. 

Some gestures originate in the unique personal history of an indi- 
vidual and may have symbolic significance. Allport gives this example: 


Another young man has a peculiar habit of jerking his arms whenever he 
thinks of embarrassing things. This habit has been traced back to a time when 
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he had unpleasant compulsive thoughts of striking people on the street. At 
such times he would jerk his arms to throw off the impulse. With time this 
habit came to be used on other occasions where freedom from unpleasant 
thought was desired. Though freed from the initial compulsion, the gesture 
remained, and finally came to express and symbolize new conflicts (1, p. 473). 


Probably the most intensive studies of this kind of gesture have been 
made by Krout (9), who calls them autistic gestures. His definition of 
these responses implies a useful theoretical framework: “When an indi- 
vidual, inhibiting his direct responses to an external situation, responds 
to subsequent internal stimulation explicitly, we have what we may 
call autistic gestures” (9, p. 18). This statement suggests that, were it 
not for certain inhibitory responses, the gesture would not appear but 
would be replaced by a complete action or statement. And it is true 
that such replacement does seem to occur in a very permissive thera- 
peutic situation. 

The role of inhibition in movement is not confined to autistic ges- 
tures, however. As a general rule, overt responses are restrained in mild 
anxiety-producing situations. For example, conversational gestures are 
somewhat less expansive and frequent in the early part of an interview 
than later when rapport has been established. The experienced examiner 
therefore attaches more importance to inhibition in the latter part of 
the session. He is also partially dependent upon gestures to indicate 
the rapidity with which the initial anxiety is overcome. Since inhibition 
due to anxiety results from the patient’s own characteristics as well as 
from the social situation, some people will exhibit very little movement 
even in a permissive interview. They appear stiff and hesitant despite 
their effort to seem calm, allowing the examiner to make a fair guess 
about the strain they feel. 

Movement Style and Personality. Some stylistic features of gesture 
indicate fairly general personality characteristics. We do not think of 
the person who habitually makes slow and sweeping arm gestures as 
a sour, embittered pessimist. And friends whom we find warm and ac- 
cepting are rarely tense, rapid, and contracted in their movement pat- 
terns, While we do not want to yield to common stereotypes in this 
matter, we must realize that some evidence points to relationships be- 
tween movement and personality. The problem is by no means a simple 
One, as the studies of Allport and Vernon (2) show. In an effort to meas- 
ure consistency of movement patterns, they found it necessary to take 
account of patterns which appeared statistically contradictory but which 
were congruent with one another when viewed in the light of the indi- 
vidual personality. 

In one of the case studies presented by Allport and Vernon (2), a 
forceful, decisive man ranked fairly high in walking speed but quite 
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low in strolling speed. Considered only from the point of view of speed, 
these findings appear inconsistent. If you know more about the condi- 
tions of measurement, a plausible explanation is possible. Walking speeds 
were measured as the subject left the laboratory, i.e., the subject had 
some fairly definite goal. Strolling speeds were measured under in- 
structions to walk as if meditating. In the light of other information 
about this subject, the discrepancy in the two measures could indicate 
his ability to adapt quickly to the demands of the immediate situa- 
tion.” 

A study reported by D. W. MacKinnon (18) shows a different aspect 
of the relation of gesture to personality. As part of an experimental 
investigation of repression, subjects were required to solve problems 
in a room by themselves. Booklets on the table where the subject worked 
contained solutions to the problems, but the experimenter gave the 
subject permission to look at only certain solutions. The experimenter 
left the subject alone but continued to observe him through a one-way 
screen. About half the subjects violated the instructions not to look 
at certain solutions. The part of MacKinnon’s data most relevant to our 
present discussion concerns the kinds and amount of gestural activity 
which the subjects showed when they could not solve the problems 
readily. 

Subjects who violated the experimenter’s prohibitions showed ag- 
gressive, restless behavior more often than did the nonviolators. They 
pounded their fists, kicked the table, and stamped back and forth across 
the room. The nonviolators fidgeted and showed restlessness but in a 
nonaggressive way. Gestures directed toward the nose and mouth (such 
as fingernail biting, nose-picking, smelling a part of the body, and 
licking the hand) were a good deal more frequent among the non- 
violators. The aggressive actions of the violators were, of course, di- 
rected toward external objects—a neat parallel to their rejection of the 
authority of the experimenter. The nonviolators, on the other hand, 
showed their generally anxious state without an externally directed 
aggressiveness. Later questioning indicated that these nonviolators 
tended to feel guilty more often than violators (13, pp. 491-501). 

At the risk of overgeneralizing, we think it should be pointed out 
that these data support the usefulness of observing gestures in arriv- 
ing at a picture of personality. There may well be wide differences 
between the life-style of the client who pounds the chair and of the 
one who rubs his face and bows his head. 

Be suspicious, however, of the easy assumption that certain move- 


ment patterns are invariably connected with the same personality traits 


2 This interpretation differs from that of Allport and Vernon, and no claim is made 
for its accuracy. 
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or emotional reactions. There is a kind of “functional equivalence” of 
movements, so that different movements may go along with similar 
traits in different people or even in the same person seen at different 
times. Expressive action must be considered in the light of all the in- 
formation you have about a particular person and the circumstances 
of the observation. This view has been clearly stated in a summary of 
the experimental work on emotional expression by Cole: 


And while common sense may insist that we do read emotional expressions 

. the experimental findings would seem to indicate that the signs are 
likely to be individual affairs, that we should not expect to be able to identify 
fixed biological patterns of facial expression in social situations, and that in 
all probability our success (and there is reason to doubt this, frequently 
enough) is dependent upon a total impression involving the whole posture, 
and even more, the entire situation and sequence of events leading up to the 
moment of judgment. We read situations rather than faces, or at least when we 
do not have this matrix we have lost the key to the facial puzzle (3, p. 279). 


Figure 1. Gest f “A” during a ten-minute observation period. For movements 1 
through 9 his dss rested on the table. At positions 4, 6, and 8, the right hand 
clasped the left. 
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Problem 8. Figures 1, 2, and 3 show diagrams of actual gesture pat- 
terns observed under comparable conditions. The numbers in the cir- 
cles show the successive positions assumed by the hands. At the begin- 
ning of the observation, the right hand was in the position shown as 
Sp and the left hand was at Sr. There is no indication of the speed of 
the movements, but you can get an idea of the frequency, extent, loca- 
tion, and pattern of movements from the diagram. 


Figure 2. Gestures of “B” during a two-minute observation period. At positions 4 and 7, 
the two hands were clasped for several seconds. 


All three subjects were men in their late twenties, and the observa- 
tions were made at the beginning of an oral examination, Each of the 
three was describing some experimental work he had done, and the 
examiners had not yet started to ask questions. Note that the period of 
observation was not the same for all three, 

Which man has the highest rate of arm movement? Which seems 
to show the least repetition of movements? What is the most probable 
explanation for the frequent use of the left hand by AP 

Which man was most calm during the examination? Could you specu- 
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late about any personality traits that these men may show? At the end 
of this chapter you will find brief descriptions which you can compare 
with your own guesses. 

It would be very worthwhile for you to construct similar diagrams on 
the basis of your own observations. Try to observe a person twice on 
the same day, once in the morning and once in the evening when he 


Figure 8. Gestures of “C” during a twelve-minute observation period. In addition to 
e movements shown, many small ones were made while the hands were lying in the 

ap. 

is tired. The social situation and physical surroundings of the two 

observations should be similar. What changes in gestural behavior ap- 

pear to be due to fatigue? 


LEARNING TO MAKE RELEVANT OBSERVATIONS 


Selective Sensitivity. Expert observers do a great deal more than 
record details accurately. They show a nearly automatic selectivity in 
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the kind of things they attend to, for they have learned that some a 
are unimportant for their purposes while other data suggest worthwhile 
generalizations or fruitful lines of inquiry. Counting the i alae or 
a dress or the number of blinks in five minutes is not likely to be rewar 
ing in the clinical interview. There is no point in being sensitive z 
everything at once. Facts which bear heavily upon the problem at han 
may be neglected RA an unfortunate observer who is intent upon not- 
i small detail. 

ae eg easy, though, to specify just what to look for in studying 
persons. The relevance of data depends upon the purposes of the ob- 
servation, and these purposes change as the requirements of the situa- 
tion change. For example, an employment interviewer who fails to 
notice the bitten nails of a woman applying for a job as a punch-press 
operator is not making a mistake. He is quite properly more interested 
in her manual dexterity, intelligence, and reasons for wanting the job. 
But an interviewer who overlooked the bitten nails of an applicant for 
a job as model in a dress shop would be guilty of a real oversight. It 
is good practice to understand clearly what you expect to accomplish 
during an observation period or examination, Do you wish to decide 
whether psychotic trends are present, whether a person is honest, whether 
a junior executive is promotable; or are you interested in a broad un- 


derstanding of the major needs and adjustive techniques of an un- 


happy patient? Different selectivity is needed in each of these situa- 
tions. 


The ability to select significant data probably requires practice, intel- 
ligence, familiarity with personality theory, knowledge of common 
syndromes, and wisdom. None of these is to be had for the asking! Part 
of the genius of great scientists, clinicians, and masters of literature lies 
in seeing the possible importance of actions and events that could be 
considered trifles. Freud’s Psychopathology of Everyday Life is a bril- 
liant record of such sensitivity. Then, too, as we suggested at the begin- 
ning of this chapter, experience and familiarity with certain kinds of 
human problems contribute enormously to skill in selecting relevant 
data. Beginners are severely limited by their lack of experience, Despite 
these difficulties, there are a few ideas that may help you. 

Deviations from a Group Norm. When actions, speech, dress, or bi- 
ographical details differ markedly from what you usually observe in 
a given setting, they should be regarded as probably significant. You 
may not know why they are significant at the time, but you c 
ber them for future reference. In routine testing and interviewing, the 
behavior of clients tends to fall within certain limits. This “range of 
expected behavior” depends u 


pon the examining situation (vocational 
guidance, employment, college admissions, mental-hygiene clinic, social 


an remem- 
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agency), the kinds of people who ordinarily come for examination, and 
the personal qualities of the examiner. After some experience in a particu- 
lar setting you will know about what to expect. Deviations from this 
roughly defined range are worth thinking about. 

Suppose a college counselor discovers that most men students adopt 
an easy informal manner with him after a few minutes of conversation. 
A student who persists in saying “sir” throughout the interview is deviat- 
ing from this rough norm, and the word may prove to be a valuable 
cue to certain attitudes. On the other hand, where “sir” is common prac- 
tice, failure to use it is an equally important cue. 

Deviations from norms of region, community, or neighborhood are 
also significant. In a particular locale, special ways of acting or dressing 
may be common practice in a whole community. Fads may rise and 
fall, and local events may temporarily affect speech habits, conversa- 
tional content, and even gestures. A clinician who is in touch with his 
community is able to evaluate more accurately what he sees and hears 
in the consulting room than one who is indifferent to the social context 
in which he works. 

Here is an actual example of a deviation from a pattern which is stand- 
ard throughout much of the United States: 


A young man came to consult a psychologist about his inability to decide 
to separate from his wife. In the course of the interviews, the psychologist no- 
ticed that the man wore a wedding ring on the little finger of his left hand. 
This deviation from a common custom prompted the psychologist to ask, at an 
appropriate time, whether he usually wore his ring on that finger. The inde- 
cisive husband replied that he did, and added, “But I haven’t always worn it 
there. When I was first married, I wore it on my right hand.” It was no sur- 
prise to find that he felt he had been pushed into marriage by his wife and 
that he had avoided sexual relations with her as much as possible. The more 
interesting question is why he wore a wedding ring at all. The culture pattern 
permits but does not require husbands to wear wedding rings. Apparently 
this man’s deviant behavior is related to his general ambivalence about the 
whole marital situation. He was able neither to accept his marital status com- 


pletely nor to move toward changing it. 


Obviously, as the clinician grows more familiar with the common be- 
havior of the group he works with, subtle deviations will be more easily 
noticed. But if his work changes so that he meets people from a different 
subculture, or people with a different kind of problem, or if his contact 
with them involves a different relationship (as in shifting from a mental- 
hygiene clinic to an industrial-counseling service) he will need to estab- 
lish new norms, During the initial phases of readjustment he is likely 
to find himself handicapped by unfamiliarity with prevailing patterns 
or by incorrect inferences based on his earlier experience. 
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Some years ago Stanley Hyman in The New Yorker * recognized the 
effects of unfamiliarity with the culture pattern in the following para- 
graph: 

Psychoanalysis seems to be here to stay, but one of the bugs that will have 
to be ironed out sooner or later is the problem of the foreign-speaking psycho- 
analyst and the English idiom. We know a girl, now in the process of being 
psyched, who mentioned to her analyst, a recent arrival from Zurich, that she 
had had a dream involving a desk with pigeonholes. She heard him draw in 
his breath sharply, and the direction of his inquiry changed. It wasn’t until 
six months later that she discovered he had built an entire theory of her 


personality around the assumption that her dream desk included accommoda- 
tions for birds (15). 


Deviations from a Prior Pattern. When it is clear that a person has 
shifted from a previous pattern of behavior, the kind of change, its 
rapidity, and its extent should be carefully examined. Ordinarily we 
expect people to continue doing about what they have been doing, 
with perhaps gradual changes in interests, attitudes, and traits. Rapid 
and extreme alterations in a customary pattern indicate powerful en- 
vironmental pressures or serious personality disturbances. Minimal but 


rapid changes are usually less important as warning signs, but they often 
point to significant attitudinal shifts. 


Miss Johnson was a nurse in her late forties and had been having weekly 

consultations with a psychologist for several months. One day she told him 
that she had made an appointment for a permanent wave but had broken it. 
Two weeks later she appeared with curly hair! Her action, while not unusual 
for women in her group, deviated from her own prior pattern. She had 
consistently refused to spend money on herself for things she described as 
“worldly’—movies, cosmetics, and dress-up clothes. Her new permanent wave 
was part of a shift toward increased acceptance of herself and more spon- 
taneity. 
It is not uncommon for severe behavior disorders to be preceded by 
marked changes in a person’s usual actions, although his changed be- 
havior may still be within the limits of group norms. Agitation, long 
silences, talkativeness, listlessness, exuberance, pessimism, and so on may 
suddenly occur without apparent cause. Thus, one student annoyed 
a college class by talking persistently out of turn and trying to domi- 
nate the discussion. His behavior surprised the class, because he rarely 
recited and was usually quiet. A few days later, after continuing his 
restless, talkative, and dominating behavior at home, he was admitted 
to a hospital with a diagnosis of schizophrenia. 

Since clinicians are not familiar with the customary actions of the 
patients they see, they must frequently rely on the testimony of friends 

8 By permission. Copyright 1945 The New Yorker Magazine, Inc. 
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or relatives about changes that have occurred. Except in instances of 
extreme changes, the clinician will need to question these informants 
carefully. They are not sensitized to the significance of shifts in behavior 
patterns and are likely to forget what they have noticed or to dismiss 
their observations as unimportant. It is also important to determine 
whether environmental changes have taken place—changes which could 
be related to behavior shifts. Moving to a new home, starting a new 
job, the arrival of a new baby, a death in the family, the lengthy absence 
of a parent, or a long illness, all present psychological problems that 
must be met somehow. Many times the onset of symptoms coincides 
with or shortly follows events such as these. 

Inconsistencies. Another significant datum is one which is inconsistent 
with other observations or knowledge about a person. One of the com- 
monest places to find inconsistency is in biographical details. Dates or 
times of certain events should fit in with the remainder of the story. 
Occasionally you will find that in retelling a story a patient makes 
changes that are inconsistent with an earlier version. These incompatible 
versions may raise questions about the memory of the patient, about 
possible motives for distortion, or about the influence of the circumstances 
in which the story is told. 

Inconsistencies in grammar and vocabulary sometimes point toward 
posing or toward the effects of an early background which the client 
is trying to overcome. Then, in the midst of a flow of polysyllabic words, 
you may hear several mispronunciations or incorrect usages which you 
would not have expected from the speaker. An interesting example of 
the opposite kind is furnished by people with average educational back- 
grounds who have anxiously read medical articles and books for a long 
time; ordinary speech becomes interlaced with unexpected technical 
words whenever medical topics are discussed. 

In testing, other kinds of inconsistencies are found. Easy items on an 
information test may be missed although a number of difficult items are 
passed. Sometimes this suggests marked initial anxiety, sometimes con- 
fusion, sometimes a deliberate attempt to deceive the examiner. Several 
interest tests for the same person may show conflicting patterns of scores 
which cannot be explained on the basis of differences in type of test. 
They may point to general attitudes of uncertainty, to resistiveness, or 
simply to failure to comprehend the task. 

Problem 4. Each of the following descriptions tells of a change in a 
Person’s behavior. Give several plausible explanations for each change. 
Also tell which explanation seems most likely to be correct and why you 
favor it, 

1. A businessman in his late forties has recently started to act bois- 
terously in informal social gatherings. He also has begun to tell “dirty 
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stories” in mixed company. His family is surprised and somewhat shocked 
by this behavior, for he has usually been much more restrained in such 
situations. In the past he confined his off-color jokes to meetings with 
other men. The family knows of no events that could account for this 
a tight young man in college has become interested in occult 
phenomena, spiritualism, trance states, and the like. What surprises his 
friends is that he accepts uncritically many ideas he reads, although 
he has been a strong advocate of scientific method. Then, too, he has 
become something of a pest by introducing his occult ideas frequently 
and somewhat inappropriately into conversations. 

3. The family of a girl in her late teens noticed that she had stopped 
accepting dates from young men. She had usually dated three to five 
times a month. When her mother inquired about this matter, she said 
that she had lost interest in men and that they were 
She still sees her girl friends, however, and occasionall 
to the movies, or plays cards with them. 


generally boring. 
y goes shopping, 


INTERPRETING OBSERVATIONS 


Clinical observation is useless unless it leads to significant ideas about 
the client. To report a list of the things that happened in the interview 
is not the aim of an expert clinician. He wants to go beyond what he 
sees and hears in the consultation room to understand the motives, con- 
flicts, and emotions of the client. The psychologist who studies people 
is a fertile hypothesis maker. He is forever wondering about the meaning 
of this and the significance of that. Many of his guesses turn out to be 
poor ones. Some suggest interesting lines of thought and nothing more. 
But a few result in the discovery of the main trends in a personality. The 
clinician cannot afford to stop speculating about what lies behind his 
data, even at the risk of following false leads. Despite the bad features 
of overinterpretation, a refusal to make any guesses about the significance 
of data is even worse. That leads to sterile neutrality, 

People who won't consider the implications of their observations 
begin by insisting that everything be taken for granted. If they learn 
that a previously happy couple has quarreled, they say, “Well, every- 
body fights once in a while.” When a woman who has usually dressed 
somberly appears in vivid clothes, they comment, “Women always have 
to have a change, you know.” The fact that a woman misses the arrival 
of her husband because she forgot the time the train was due simply 
means, “She probably had so many things on her mind that she couldn’t 
remember. After all, no one is perfect.” Presumably these matter-of-fact 
souls could face a vacuous hebephrenic smile for half an hour and de- 
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cide that “it is just wonderful how cheerful some people can be!” This 
intellectual myopia is the early phase of a more serious disease: com- 
plete inability to see and hear anything significant. 

Tentative Generalization. Students who have been well trained in the 
use of scientific method in psychology develop a mistrust of conclusions 
based on insufficient data. Their familiarity with the history of psy- 
chology, with actual laboratory studies of people, and with controversies 
in psychological literature helps them maintain an attitude of suspended 
judgment. They know that experiments do not always support the inter- 
pretation put forward by the experimenter. Consequently they emphasize 
the need for a respectable number of cases, correct statistical analysis, 
control of relevant variables, and methods that are objective and repeat- 
able. 

This skeptical attitude is desirable, and there is no necessity for giving 
it up in clinical work. But it can lead to a habit which is quite likely 
to be damaging to clinical insight. This habit consists of an unwilling- 
ness even to consider possible generalizations and to explore their con- 
sequences on a tentative basis. Then, instead of having a number of 
integrating hypotheses available, these factual-minded people have only 
a few, and they run the risk of overlooking the significance of the ob- 
servations they do make. Sometimes it almost seems that overcautious 
scientists refuse even to think some kinds of thoughts. And yet there 
is nothing unscientific in entertaining several possible interpretations 
of the same data. 

Let us consider how several interpretations of clinical observations 
work out. A young, single woman undertook a series of interviews for 
the purpose of overcoming a fear of riding in closed vehicles. Upon 
arriving for the first interview she discovered that she had forgotten 
her cigarettes and asked the psychologist if she might smoke his. The 
same thing happened at the second session a week later, but she brought 
her own at the third meeting. Now, there is no particular reason for 
generalizing about these episodes. It is perfectly conceivable that under- 
standing her forgetting would not change anything in the psychologist’s 
Opinion or method. And it is equally true that so far as diagnosis or 
treatment was concerned no damage would result from overlooking the 
lapse of memory. Clinical sensitivity is built by attention to such details, 

Owever, as the story by Stanley Cobb illustrates. It is by the accretion 
of information drawn from such subtle sources that larger trends and 
broader hypotheses can be substantiated. If you insist that speculation 
about such events is nothing but wasted time, then your attitude will 
be the same toward a thousand other details. Large amounts of clinical 
Material will merit the same indictment, and you will have relatively 
little left to use. 
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Let us list some of the possible generalizations from the fact that the 

client forgot her cigarettes: 

. She is forgetful; has a poor memory. 

. She likes to take cigarettes from other people. 

. She likes to receive things from other people. 

. When faced with a psychologist, she wants to receive cigarettes. 

. When faced with a psychologist, she wants to receive something. 

. When faced with a new social situation, she wants to receive ciga- 
rettes. 

7. When faced with a new social situation, she wants to receive some- 
thing. 

8. When she is anxious and upset, she forgets things—assuming that 
visits to a psychologist upset her. 

None of these generalizations has much to support it. On the other 
hand, there are none of them demonstrably false. They are just possi- 
bilities. With more evidence we could begin deciding that some were 
more likely to be true than others, 

The content of the first interview sheds some light on the problem. 
After describing her complaints, the client said that she had been to see 
two psychiatrists in the past several years. Both had a psychoanalytic 
point of view, and, according to her story, both had begun probing into 
her sexual history in the first interview. With scorn, she expressed her 
lack of confidence in their methods and in the doctors themselves. She 
proceeded to tell the psychologist that she had no patience with prob- 
ing into childhood happenings, and that sex had nothing to do with 
her problem. Clearly, at this point she was antagonistic toward any 
specialist who would presume to help her. 

The fact that she forgot her cigarettes for the second interview has 
weight in eliminating a hypothesis which emphasizes the part played 
by the novelty of the situation. In most cases clients do not forget their 
cigarettes twice in succession; it is rare for them to forget even once. 
This fact suggests that either the forgetting is motivated or that a genuine 
memory defect exists. This client complained of no particular memory 
defect and the content of her conversation did not show it. Could it be 
that her antagonism toward psychological interviews had something to 
do with the memory lapse? We could fit the two together if we assumed 
that she wanted to be sure she would get something, even if only ciga- 
rettes, from this consultation. 

The third interview brought a remarkable change in her manner, She 
said, quite spontaneously, that she felt that she would be able to work 
with the clinician, that she felt he understood her case, and that she 
was willing to do what she could to help. She came to this interview 
with her own cigarettes! Furthermore she insisted that the clinician 


auponr 
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accept some of hers as repayment for those she had already taken. Cer- 
tainly the notion that she wants to receive something (help) from a 
psychologist begins to appear plausible. When she does not expect help, 
she will take something else. 

Now the findings do not conclusively establish the inference just 
stated. Perhaps there is no way that it can ever be established, for even 
if she agreed that her forgetting was motivated in just this way, that 
would hardly be final evidence. Yet it is a fairly probable interpretation 
and certainly a useful one in forwarding the organization of new obser- 
vations. If we take a leap to an even broader generalization we may 
believe that the cigarette incident is only part of a pattern due to an 
intense need for acceptance. “If you don’t want me and won't help me, 
TIl take whatever I can get.” In the year that followed the initial inter- 
views, the psychologist found a great deal to support this more general 
view of the case. As an example, the woman paid only a small part of 
the fees which she allowed to accumulate during the first year. It was 
not until much later that she made arrangements with the clinician to 
pay more regularly. The delay was not due to her lack of funds alone. 

Problem 5. In thinking about the forgetting of the cigarettes, what 
would be your opinion of this statement: “Since cigarettes may serve 
as symbols of the male sex organ, the forgetting of her own cigarettes 
and the taking of the therapist’s suggests deep needs for sexual rela- 
tions,” What kind of data would be needed in order to make such an 
interpretation plausible? 


It is true, of course, that you can become addicted to overinterpreta- 
tion. By using hazardous assumptions about symbolism and neglecting 
the complex relation of causal factors, it is possible to make anything 
stand for something else and produce weird interpretations of factual 
data. Specialists who create esoteric explanations appear to suffer from 
an inability to generate a variety of hypotheses, They tend to rely on 
Standardized types of explanations, usually based on single motives such 
as sex or status, and on oversimplified theories of development. 

Generalizing about Personal Characteristics. Some psychologists be- 
lieve that observing a person in one situation affords little basis for mak- 
ing general statements about his personal characteristics. They point 
Out, quite properly, that different situations make different demands. - 
A person may behave so differently at church, at a party, and at a busi- 
ness conference that an observer who saw him in only one situation 
would come to erroneous conclusions. But these situations are somewhat 
more socially standardized than diagnostic interviews, and, except at 
a party, do not allow for great individual differences in behavior. Fur- 
thermore, it may very well turn out that timid people behave differently 
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from bold people both in church and at a party, even though the timid 
may become bolder at the party. 

If the diagnostic interview situation is well understood and due allow- 
ance is made for effects that are attributable to its special nature, the 
experience of many clinicians suggests that valid generalizations may 
frequently be made from the person’s behavior in that one situation. 
It is easier to generalize about some characteristics than others; and 
neurotic persons who have fairly rigid adjustment patterns are easier 
to generalize about than are more flexible people. Allport (1, pp. 500- 
509) cites several studies indicating that ascendance-submission, degree 
of emotionality, and impulsiveness-inhibition can probably be judged 
fairly well. Wolf and Murray (13, p. 271) found that, among the variables 
rated by their judges, the most easily rated were anxiety, emotionality, 
impulsion, and aggression. Eisenberg (6) showed that students who 
scored high on a dominance questionnaire acted differently in the inter- 
view from those who scored low. These latter tended to blush, stammer, 
apologize when late, but students who felt dominant in many circum- 
stances did not generally act this way. Their behavior was more often of 
the kind that is commonly called “self-assured,” 


CONSTRUCTING HYPOTHESES 


Searching for Causes. In present-day Western culture people are ex- 
pected to account for their actions on the grounds of their desires and 
the circumstances which they face. Generally speaking, explanations in- 
volving ghosts, possession by demons, control by telepathy, curses, spells, 
and incantations are not considered valid. But, although civilized chil- 
dren are taught to explain their behavior in more naturalistic terms than 


primitive children it does not follow that their explanations are always 


correct. For at the same time that the child is learning to make certain 
kinds of explanations, he is also learni 


ved 6 , he has become fairly expert 
at assigning socially acceptable motives as the causes of his actions (ra- 
tionalization). Sometimes he is unable to give any reason for his actions 
(repression). Furthermore, people are not usually trained to inspect their 
histories for cause-and-effect relationships, so that even when they know 
they will not be condemned they may not be able to explain their be- 
havior. 

The clinician is thus forced to construct explanations on the basis of 
inferences. Confronted with a particular event, he seeks plausible hy- 
potheses about the causes of that event by working backward, For ex- 
ample, in trying to find the basis of an amnesia, he would try to discover 
what had happened to the patient on the day the amnesia began and to 
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locate disturbing events in the weeks prior to that time. These, in turn, 
would be related to what the clinician could find out about the personal 
characteristics of the patient—his attitudes, hopes, fears, and desires. 

Developing Explanations. How can you learn to develop explanations? 
The first thing you can do is to try deliberately to think of alternate, even 
opposite, explanations. Too often we stop with one formula—the one that 
seems clearest to us. If you frame several explanations, you can be much 
more sensitive in inspecting further information about the person you 
are studying. Trying to think of alternative explanations will soon become 
habitual, and you will gain in flexibility of interpretation. An aid in 
developing alternative explanations is familiarity with several theoretical 
approaches to personality. It is good practice to formulate a problem as it 
might appear to an orthodox psychoanalyst, a neo-Freudian, a Lewinian, 
or a neo-behaviorist. In many instances these points of view may con- 
verge on a single explanation; more often each new way of looking at 
things forces you to emphasize hitherto unnoticed matters and to re- 
organize your interpretation. 

When you are deciding what a given behavior sequence means, you are 
trying to answer this question: What conditions are required to produce 
and maintain these actions? This question is deceptive because it appears 
So simple. Actually, to answer it you must consider motives, past learning, 
family and cultural patterns, physiological conditions, and immediately 
Preceding stimulus situations. What you try to decide is this: What 
kind of person would do these things and what circumstances would be 
required for them to appear? If you can generate several sets of answers, 
you can test each answer to see which one best fits the facts, 

As you consider a person’s action you draw on a fund of information 
about cause-and-effect sequences. Some of this information comes from 
your knowledge of the people you have lived with, some from stories, 
plays, and gossip, and some from the technical literature of psychology. 
You know that hungry people try to get food, that people who are in- 
Sulted tend to retaliate, that adolescents usually feel guilty about mastur- 
bation, and that women are usually interested in their appearance. On a 
Somewhat more sophisticated level you may know that people avoid 
talking of topics that arouse anxiety, that inability to obtain real satis- 
factions may lead to daydreaming, and that submissive people may rule 
a household. This store of information forms a catalogue of normal 
cause-and-effect sequences that you constantly use in understanding what 
People do. It is no surprise when a woman says she would like to have a 
new dress; you infer a normal feminine interest. But a woman who pays 
Ro attention to her appearance poses a problem. Again, people angered 
by insults are usual; you sense a problem when repeated insults arouse 
no retaliatory action. 
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Our notice is attracted to these deviations because we commonly as- 
sume that certain causes should produce certain effects. Again and again 
the clinician uses this assumption as he tries to reconstruct the back- 
ground that led up to an action. Why does the death of a mother occasion 
no grief in her son? The only reason for asking is that our expectation 
is so different from what actually happened. The process of explanation 
then proceeds by assuming that, like others, he would have felt grief 
had not special events taken place. When a woman shows no interest in 
clothes, we assume that, like others, she would be interested were it not 
that special circumstances or attitudes have disrupted the expected course 
of development. 

During psychotherapy, patients often behave inappropriately toward 
a therapist. They may become angry or fearful, without apparent cause. 
The therapist spots these “transference phenomena” because they are 
clearly deviations from the usual cause-and-effect sequences. Behavior of 
this kind is quite important to the clinician since it permits him to make 
inferences about certain events that must have taken place in the life of 
the patient. He begins by assuming that this behavior was probably part 
of an understandable cause-and-effect sequence when it was learned. 
Then he examines the relationship between himself and the patient at 
the time the inappropriate behavior occurred, Finally, he tries to find any 


similarity between this relationship and possible earlier relationships 
that the patient had with his family: 


As the transferred responses unroll in the course of 
show what the patient has learned in his 
only those responses whic 
the stimuli are appropriate. . 
ferences about what the earliest ci 
He who fears “never getting eno 
in a situation of privation. The 
any type of authoritarian control 


therapeutic work, they 


: i Il spicious 
must have been betrayed. If the i oy USDA 


ge S he must have been punished for such thoughts and expressions (4, 
p. 277). ; 


These remarks apply equally well to inappropriate actions outside of 
therapy, except that there it is harder to decid 


e when a normally ade- 
quate cause is missing. ‘ 


The Adaptive Hypothesis. In building explanations, most specialists 
make use of a general principle which we may call the “adaptive hy- 
pothesis.” Although it may be 


stated in various ways and with qualifica- 
tions, this principle is essentially that patterns of behavior are due to the 
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efforts of the individual to satisfy his needs within the framework of the 
opportunities available to him. Specific symptoms such as amnesia, fa- 
tigue, or daydreaming, and broad traits such as submissiveness or seclu- 
siveness, are seen as ways of decreasing the strength of drives, primary 
and secondary. Since there are a number of drives present and since the 
activity of reducing some may interfere with the reduction of others, the 
behavior patterns finally acquired represent a kind of compromise. 

One of the most important drives is that of anxiety reduction. Anxiety 
is easily aroused by a wide variety of situations, and the activity required 
for reducing it often interferes with the reduction of other drives. 
Anxiety is a concept of central importance in the study of persons, for 
much behavior that would otherwise be incomprehensible can be under- 
stood as adaptive in the sense that it is anxiety-reducing. Even in people 
who show no signs of present anxiety, interference with their customary 
methods for preventing its arousal will sometimes release objective signs 
of it. The so-called “Sunday neurosis,” for example, consists of restless- 
ness, tenseness, and perhaps worry or irritability which occurs on days of 
vacation, holiday, or on release from work. Once the fidgety victims re- 
sume work (a necessity for holding anxiety at a low level) the temporary 
symptoms disappear. 

Adaptive and Expressive Symptoms. In applying the adaptive hypoth- 
esis, you should remember certain cautions. For one thing, there are 
some symptoms that are the direct outcomes of anxiety rather than tech- 
niques of anxiety reduction. Sweating and a rapid pulse are part of the 
anxiety pattern, and attempts to theorize them into techniques for re- 
ducing need conflicts are likely to end in dark confusion. Other parts of 
the anxiety reaction, such as vomiting or tremulousness, may be either 
direct symptoms of physiological disturbance (as in anxiety neurosis) or 
conflict-reduction devices (as in hysterical vomiting). A differentiation 
can usually be made on the basis of whether or not other signs of anxiety 
accompany the symptom in question. Sometimes the circumstances in 
which the symptom appears will indicate whether it is an adaptive or an 
expressive symptom. Complaints of an upset stomach by a child who has 
Just been severely ridiculed at the dinner table are probably rooted in the 
Physiological changes due to anxiety. If he voiced similar complaints 
when presented with a disliked food, we would regard them as a way of 
resolving a conflict. 

Keeping this distinction in mind will help you guard against overinter- 
Pretation when you cannot decide in favor of one or the other alterna- 
tive. Consider this case; A man, driving his auto to work in the morning, 
is involved in a traffic accident because he failed to stop for a red traffic 
Signal. He is shaken up and bruised a bit, and the car is damaged 
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slightly. He returns home, rests the remainder of the day, and receives 
the sympathetic attentions of his wife. A psychologist, discovering that 
the couple had quarreled at breakfast, may work out an explanation 
stressing the adaptive nature of the accident. He may infer that the hus- 
band felt rejected by the wife's attitude and that the accident served to 
reassure him of her affection. But it is at least as plausible to assume 
that the anxiety aroused by the quarrel resulted in poor coordination and 
in preoccupation with what had happened at home. The accident could 
be seen, then, as the outcome of lowered driving efficiency due to the 
emotional disturbance. This example also shows a second caution that 
should be observed in applying the adaptive hypothesis: do not assume 
that, merely because events satisfy certain needs, these needs spurred 
the person to seek or create those events. The fact that the wife was 
sympathetic after the accident is not sufficient evidence for thinking that 
the accident was part of an unconscious plan to get sympathy. If we 
knew that the man got sympathy only when he was injured or ill, we 
would have stronger evidence for the purposive nature of the accident. 
If we found that his demands for tender care were out of proportion 
to the severity of his injuries, our belief would be intensified. But even 
then we should remember that people with measles and mumps also get 
tender care, although the desire for the care doesn’t produce the disease, 
Life occasionally yields dividends we are not striving to get! 

Our discussion of adaptive and expressive symptoms is based on the 
distinction made by Maslow (11). He, too, points out the need for cau- 
tion in assuming that unconscious purposes can be found to explain all 
human events: A married man in psychoanalysis had severe guilt reac- 
tions over his secret sexual relations with his mistress. After each visit 
with the woman, he developed a skin rash. Some eager interpreters of 
psychosomatic ills would call the rash a self-punishing reaction, an un- 
conscious effort to relieve guilt feelings. “Examination, however, brought 
to light a much less esoteric explanation. It turned out that the bed of the 
patient’s mistress was infested with bedbugs” (11, p. 271). 

Four Kinds of Causal Variables. Complete explanations require more 
than a list of the needs and motives that instigate and sustain behavior. 
They must include other conditions that modify and set limits on action. 
The clinician in search of hypotheses should investigate four broad 
areas: 

1. The client’s environment, physical and social. The clinician may 
note the effects of rural living, crowded living quarters, membership in 
a minority group, or a nagging mother, 

2. The client’s physiological condition. Here we would be alert to 
fatigue, endocrine dysfunction, eating habits and nutritional status, dis- 
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eases, bodily handicaps, and chronic use of drugs, patent medicines, and 
laxatives, 

3. The client's acquired and relatively enduring predispositions: needs, 
attitudes, interests, values, and traits. 

4. The client’s capacities and abilities. Here we think of intelligence, 
strength, manual dexterity, and special aptitudes for music, art, or me- 
chanical work. We must also consider how the client’s capacities have 
been developed into skills and knowledge. 

Although notions about motivation are central in most of our clinical 
descriptions of personality, we must not lose sight of the other factors. 
Tt may be true that a young man turned to music because he was socially 
withdrawn and feared direct emotional contact with others; but the fact 
that his parents had musical interests, that lessons were easily available, 
and that he had at least some talent are also significant. 

The person in action is laying hold of his environment, using it, de- 
stroying and assimilating it as needs and desires direct. This coming to 
grips with things is always bounded by the limits of physiological func- 
tioning and ability level. Poor metabolism hardly permits unsparing in- 
vestment of energy in living, and poor intellect weakens the tools for 
extracting satisfaction from a competitive society. 


BRIEF DESCRIPTIONS OF SUBJECTS USED IN PROBLEM 8 


A. This man invariably gives the impression of being relaxed and 
easygoing, He speaks slowly and moves slowly. Some people think he is 
lazy, but topics of special interest to him are likely to call forth con- 
Siderable effort, He was shifted from left- to right-handedness early in 
ife, he recalls. He reports that he is more ambidextrous than most people. 
He is happily married but has no children. 

- This man is considered tense, brilliant, erratic, and excessively con- 
cerned with detail. His thesis was probably the poorest of the three, al- 
though he is probably the most brilliant of the three men. Its deficiencies 
were due mainly to lack of careful planning and organization. He is 
married and has one child, but his remarks about his family do not con- 
vey satisfaction and contentment. Rather, there is frequent friction be- 
tween him and his wife. , 

- This man is younger than the other two and is unmarried. He gives 
people the impression of social awkwardness. He seems eager to gain 
acceptance and is probably less independent than the other two men. 

© is under psychotherapeutic treatment for anxiety neurosis. Of the 

ree men, he was probably the least confident about the outcome of his 
examination. 
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CHAPTER 4 


The First Meeting: Expectations 
and Orientation 


Meeting somebody for the first time is an adventure. We never are quite 
sure what will happen nor how it will happen. This uncertainty is both- 
ersome to many of us, but there are others who are excited by it. First 
meetings are interesting to analyze because there are so many feelings 
that are hidden behind the formal and careful approach of the two 
People toward each other. As a prelude to this chapter, let us look at the 
Story of a meeting outside a clinical setting. 


Sam Williams pulled the crisp envelope from his campus mailbox. In the 
VPper left corner he saw “Office of the President.” Fumbling in his eagerness, 
Je ripped the envelope open. Inside he found a note requesting him to appear 
in the office of the President of the university at four o'clock that afternoon. 
bi nat did it mean? What did the President want? Sam ran through the possi- 
Dilities: “Grades are O.K. Semester bills? No, they're paid. Maybe I was too 
vitense in that disagreement with the history prof last Tuesday. Hardly that. 

Ou wouldn’t think the President would bother about a classroom argument.” 
am had seen the President but had never met him. Tall and slender. A lot 

i People said he was efficient and business-like. Sam had heard that he was 
ined to be domineering. “Still, he’s got nothing against me. I wonder what 
i . Wants. Doesn’t call students in just to get acquainted. Maybe it'll be interest- 

8 anyway, Wonder what he wants.” 

a en Sam appeared that afternoon, the President did not suspect that the 
Mterview with Sam had been going on for four hours already—inside Sam. 
° him, the meeting was a chance to talk briefly to a student and to get a bit 
af help, He did not guess, indeed did not even think of guessing, that Sam 
ad rejected his sports jacket and slacks in favor of the plain business suit 
ie The young man responded to the President's greeting hesitantly, and 
ro What is the psychological situation here? The President knew the rea- 
E n for the meeting; Sam did not. Moreover, Sam was complying with a 
Equest from a person with higher social status and more power than 
© had. The control of the meeting rested almost entirely with the older 
man, The circumstances of the interview created quite a different and 
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more anxiety-provoking problem for Sam than they did for the President. 

When the President asked Sam to be one of several students who would 
represent the university at nearby high schools, Sam’s manner changed. 
He was enthusiastic. The argument in history class faded from his 
thoughts, once the purpose of the meeting was clear. 

The initial meeting between two people is always a novel event. What 
happens in the meeting depends not only on the actual behavior of the 
two people but also on the backgrounds from which they come and the 
social context of the meeting. Meetings with clinicians are likely to pose 
special problems for clients because of the clients’ expectations and atti- 
tudes. At the same time, the clinician wants to learn about his client as 
rapidly as he can. If he is to function effectively in his first contact with 
his client, he should understand what it means to the client. 

The first part of this chapter explores the social setting in which clinical 
contacts occur. It presents some of the attitudes that may affect the 
initial meeting and suggests how the clinician should define his role. In 
the second part of the chapter, you will see how the clinician can orient 
himself toward his client by viewing him in relation to the culture and 


the community. We shall try to show how simple data can guide the 
clinician toward his first tentative inferences, 


RAPPORT 


The most important task that the clinician must undertake in the first 
meeting is establishing rapport (14, pp. 93 ff). This term refers to a 
harmonious, cooperative, and friendly relationship between client and 
clinician. It implies that they share a common understanding about the 
kind of work to be done and a willingness to get on with it, If rapport 
can be established, it will make the further study of the person a much 
easier task. Consequently, the experienced clinician is more concerned 
with the quality of his relationship with the client in 
than he is with the amount of factual data he obtains, 

On the side of the client, there are two essential com 
port. One of these is the absence of anxiety about the 
its consequences. The other is a belief that the clinician 
his distress or aid in reaching important goals. If these two conditions 
can be created, the client can talk freely, cooperate in taking tests he 
doesn’t understand, and contribute actively to joint planning. 

It is not a simple matter to create rapport; there is no single rule to 
follow. Sometimes clinicians are advised to adopt a bluff and hearty 
manner, to joke with the client, or to have some interesting incident ready 
to start the conversation. With some clients, these things may help, but 
they will alienate others. Of course, comfortable informality and courtesy 


the first meetin g 


ponents of rap- 
relationship and 
can help relieve 
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are seldom out of place. In the long run, rapport is probably created as 
the client comes to see that the clinician is really interested in him and 
at the same time is not likely to shove him around or smother him with 
help. 

Some elementary errors can be pointed out for you to avoid. Don’t try 
to create a belief in your own competence by telling about cases that you 
have helped or about the important people who refer cases to you. In- 
formation of this kind may increase the client’s faith in you, but not if 
you are the one who tells him how good you are. Don't be flippant or 
Sarcastic about events and facts reported by the client. They may seem 
funny or stupid to you, but they probably don’t to the client, Don’t act 
busy. Reading your mail, glancing at memos, and taking phone calls may 
Convince him that you are much in demand, but they may also convince 
him that you don’t have time to be interested in him. Don’t lecture the 
client by telling him that he should have sought help sooner, or by telling 
him how wise he is'to have come so soon. Don't try to make him feel 
comfortable by saying you have troubles and worries, too. There is a 
time in some clinical relationships where this is appropriate; the first 
Meeting is not that time. 

One powerful aid in creating rapport is the knowledge that you will 
keep the information given you confidential. If you and your agency have 
4 reputation for being close-mouthed about case data, clients will have 
ne common source of anxiety removed. In order to do the extremely 
delicate job of taking sexual histories, Kinsey and his associates (6, pp. 

Š f) developed the most elaborate safeguards for security of informa- 
tion that have ever been used in research studies. As people learned of 
ese precautions and found that the precautions were observed, they 
Were more willing to volunteer as subjects. 
nowing how various clients feel about consulting a psychologist will 
help you understand the differences in their reactions to the first meet- 
"ng. Awareness of possible expectations makes it easier to spot the atti- 


tudes of a client and to establish rapport. 


ANTECEDENTS OF THE FIRST MEETING 


People who visit psychologists rarely do it on a spur-of-the-moment 
™pulse, Usually they have wondered for some time whether the visit 
4 really needed and whether it will be helpful. After a clear decision 
T cen reached, they must ordinarily wait a while before they can see 

ae clinician. Sometinres this waiting period is four to six weeks long 

cause of the heavy case load of an agency. Knowing that a meeting 
uk take Place, people are likely to speculate about it and to anticipate 
at will happen. Some people habitually engage in this “inner rehearsal” 
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more than others, but the fact that they are meeting with a psychologist 
is partly responsible for these fantasies. Clients have heard or read ac- 
counts of other people who visited psychologists, and they may wonder 
what dark secrets they themselves will reveal. Sometimes the client is 
summoned to appear before the clinician (as in prison, school, and 
hospital settings): then he may search his memory for misdeeds, fights, 
or other offenses that may be judged unfavorably. If the clinician is re- 
puted to have power or influence, the pre-meeting fantasies may center 
around methods for getting his favor and help. 

In understanding how clients may feel about the first meeting, the 
clinician relies on several kinds of information. In the first place, he 
knows something about his own relationship to the community where 
he works. Secondly, he has heard other clinicians or clients tell about the 
expectations that people commonly have in his community. Finally, he 
listens to what his own client has to say about his reasons for coming. 
Let us see what some of these expectations may be. 

Clinician and Community. Most professional workers are attached to 
agencies which render special and limited kinds of services. Thus, we find 
“Vocational Guidance,” “Family Service,” “Marriage Counseling,” and 
“Mental Health” in the titles of various agencies. These names have been 
chosen partly to designate the agency's function and partly to allay 
anxiety among prospective clients. A psychological clinic may be called 
“Personnel Counseling Service” because of a fear that students would 


avoid coming to a “Psychological Clinic.” Some ex 


perts question the de- 
sirability of these evasive tactics. They feel that psychological and psy- 


chiatric services are part of the reality in our society, and that a euphe- 
mistic name contributes to the feeling that a stigma is attached to using 
these services. 

To supplement the information carried by the name, agencies often 
prepare announcements or brochures describing their services, These 
announcements probably do not really shape the client’s expectations, 
but they provide him with some basis for selecting an agency. However, 
the client is usually left in doubt about what will happen when he walks 
in the door. 

Problem 1. Assume you are employed to write a brochure for a 
marriage-counseling agency. The agency is partially supported by con- 
tributions but makes a charge of $10 for each couple. Clientele is limited 
to engaged couples and couples who have been married less than a year. 
Counseling interviews and a few tests are the chief methods used. The 
brochure is to be printed in quantity and distributed to the general pub- 
lic through various community and social organizations, Prepare about 
300 words of copy, then answer these questions: 
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1. What further information would have enabled you to write a better 
description? 

2. What assumptions do you make about your readers, their abilities, 
and their attitudes? 

3. What kind of appeals did you use in order to make people want this 
service? How did you decide what appeals would be effective? 

Clients are strongly influenced in their attitudes toward an agency 
by the attitudes of their social groups. Suppose an agency has been in- 
volved in the commitment of several people to a mental hospital. Friends 
of a prospective client may talk about the psychotic patients without 
mentioning the fact that many “average people” also use the agency. 
Such remarks from acquaintances and friends are likely to outweigh 
printed pamphlets about the agency in shaping the clientť’s expectations, 
On the other hand, a middle-class mother may belong to groups that 
value and stress “modern methods” of child rearing. This mother may 
readily seek the help of a child psychologist because her friends would 
approve her action. 

Ina military setting, a psychologist or psychiatrist may find that he is 
regarded mainly as a gateway out of military service. Recruits who are 
fearful of or dissatisfied with military life will approach the first meeting 
hoping to impress the clinician with their unfitness. Others, who have 
Personal reasons for fearing discharge, will be reticent about real handi- 
caps. The writer has seen many men try to conceal symptoms because 
they hoped that military service would prove their adequacy. Some men 
feel that there is a stigma attached to a discharge granted on psychiatric 
grounds; they are likely to emphasize medical handicaps and to resist 
Psychological study. 

Clinicians who are aware of the common attitudes toward their work 
will be prepared to deal with these attitudes in their clients. Fear of the 
clinician due to community misconceptions can be distinguished from 
fear due to personality dynamics. Resistance to treatment stemming from 
misinformation can be recognized for what it is and diminished. 

Expectations about Treatment. Many clients come to the psychologist 
with specific but erroneous ideas about the kind of treatment they will 
receive (10, pp. 4 £). Their expectations are formed by the name of the 
agency, by their own educational background, prior experiences with 
Social agencies, and the dramatic stories in movies and Sunday supple- 
ments, Relatively few people know what kinds of treatment are available 
in their own locality or what agencies use certain forms of treatment. 

ne of the most common expectations about psychological service 
Confuses it with medical prescription. We may paraphrase the client's 
anticipation this way: “If you feel bad or there is something wrong with 
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you, go to a doctor. He will find out what is wrong and give you some- 
thing to fix you up.” The notion that a doctor will “give you something 
is so firmly rooted that many people are disappointed or resentful when 
their physician does not give them pills, salves, or shots. Moreover, the 
conception of the physician’s role includes ideas about the kinds of 
symptoms he is interested in and the kinds of questions he will ask. Most 
people, for example, would be surprised to find a physician encouraging 
them to discuss their religious convictions. Since clients do not usually 
distinguish among the various professional groups interested in the study 
of persons, they often expect about the same treatment from social work- 
ers or psychologists that they expect from physicians. This tendency to 
put all specialists in one class is more likely to occur when an agency 
has a medical name and a medical atmosphere. 

An illustration of the way in which this kind of problem may be han- 
dled has been given by Curran (1). The staff of an allergy clinic wanted 
an evaluation of the emotional status of patients with multiple com- 
plaints. It was felt that getting the usual medical history and performing 
allergy tests probably made such patients resistive to a psychologically 
oriented interview. Therefore the staff decided that the psychological 
interview should precede the medical examination. The areas covered by 
the interview were broadened beyond purely physical complaints. This 
procedure seemed to make it easier to establish a counseling relationship 
and provided more information about the clients’ emotional problems 
than the customary sequence of examinations. In addition, Curran be- 
lieves that the new procedure helped clients to change their treat- 
ment expectations and to accept counseling instead of medication 
alone. 

Even when people know there are differences between physicians and 
psychologists, they may still have erroneous conceptions about what the 
psychologist will do to and for them. Because of the wide use of psy- 
chological tests and the publicity given them, people have come to ex- 
pect that a psychologist will administer tests whenever he is consulted. 
A widely used book on child care (13) fosters this belief by referring to 
child psychologists as people trained in giving intelligence tests and in 
treating learning difficulties in school. Some clients talk about tests as if 
they believe that the mere administration and interpretation of a test 
would solve their problems of adjustment. The writer has been ap- 
proached many times by people requesting the administration of a par- 
ticular test; further conversation nearly always revealed that these people 
were actually concerned about problems in living. They wanted to be 
tested because they thought that was the way psychologists helped peo- 
ple. Of course, clients who are fairly sophisticated about psychological 
work will sometimes request testing without really expecting it. For 
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them, the discussion of tests provides an opening for bringing up the 
problems that really concern them. 

The belief that a psychologist ought to give advice to a client is found 
as often as the belief that he ought to give tests. Instances of the hope 
for advice are especially easy to find among the interviews reported by 
client-centered (or nondirective) counselors (12). Since these counselors 
are committed to a definite policy of avoiding giving advice, their inter- 
views reveal with considerable clarity the frequency of such expecta- 
tions. One of the chief reasons why clients think that psychologists will 
advise them is that they regard a psychological consultation as analogous 
to a medical consultation. Advice-giving is to them the psychological 
equivalent of pill-giving. Although lack of information about psycho- 
logical methods is partly responsible for the belief that advice will be 
given, it also has other sources. A continued demand for advice suggests 
that the client resists making his own decisions. This fact, in turn, may 
indicate lack of confidence, dependence upon authority, and inability to 
assume responsibility for his own problems of living. 

Occasionally clients will expect and request hypnosis. They have 
usually read reports of the ease with which a hypnotist can improve 
concentration, assuage pain, or banish bad habits. Hypnotic treatment 
Seems to them an effortless way of improving personality and even of 
attaining success. We can understand how attractive hypnosis appears 
to a person who is fearful of what he would find if he tried to understand 
himself. He sees a chance to clear up his difficulties without any real 
Personal involvement. On the other hand, it is clear that some people 
seek hypnosis in order to prove that even such a mysterious and drastic 
treatment will not help their case. If hypnosis is tried and found want- 
ing, the client may be able to give up further efforts to change his be- 

avior, without any sense of guilt. If the desire for treatment is weak to 
Start with, such an outcome is quite likely. The client has, in the eyes 
of his immediate social group, done his best to get help. Friends and 
‘amily can only regard him as a pathetic person beyond the help of 
Science.” And, of course, he can hardly be blamed for seeing himself in 
the same light. 

What is the clinician to do about clients who want a kind of treatment 
that he does not favor or does not offer? Perhaps the simplest answer is 
that the clinician should explain what he is prepared to do and what he 
cannot do, That is, he should clarify and define his role and the agency's 
unction. But such explanations may easily appear blunt and incon- 
Siderate. Some clients may feel ashamed of their ignorance, and others 
will become antagonistic toward the agency or the clinician. If this hap- 
Pens, it will be difficult for the clinician to help the client accept the 

nd of assistance he needs. 
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Often a client indicates fairly early in the first interview that he expects 
treatment the clinician cannot give. Then it is wise to defer any defini- 
tion of the clinician’s role until the client has told a more complete 
story. The psychologist should ask for a more detailed description of 
the complaints, for other difficulties, and for the reasons why the client 
thought a particular form of treatment would help. This additional in- 
formation accomplishes two things: it enables the client to feel that an 
effort has been made to understand him; and it gives the clinician a 
chance to understand the motives and beliefs which led the client to 
want a certain kind of treatment. Then the psychologist can explain the 
services he does offer in terms that relate to the specific attitudes of the 
client. 

An example will make this approach clearer. A young woman came to 
a psychologist requesting some vocational tests to determine what kind of 
work she ought to be doing. He asked her to explain more fully what 
use she would like to make of the test results, She replied that she had 
been working as a stenographer in a business firm, and that recently 
she had become dissatisfied with her job and wanted to change. She 
hoped the test results would help her decide what kind of job to seek, 
The psychologist told her that it would be helpful to know more about 
the kind of dissatisfaction she felt before he could evaluate the usefulness 
of the tests he had available. The stenographer went ahead to tell of her 
restlessness and feelings of tension at work and ended by saying that she 
really liked her job. The main trouble, she thought, was that she had 
fallen in love with her boss, who was a married man. He had already 
asked her to go out with him, and she had refused, But she feared that 
she would eventually accept a date with him and thus create a social 
situation that could lead to serious trouble. The psychologist pointed out 
that any tests he had would be of little value, since the major difficulty 
did not lie in the area of job satisfaction but centered around personal 
relationships. He suggested that it would be more worth while to con- 
tinue discussing her feelings toward her boss, She accepted the sugges- 
tion and did not repeat her request for testing. 

Problem 2. Assume that a mother has asked 
test to her seven-year-old son. Without refus 
asked her to explain in more detail the situa: 
the testing. She tells you that her husband h 
boy’s schoolwork, although his grades have 
wants to make strict rules about home stu 
higher grades. She is satisfied with the boy’s 
teacher told her that the boy was getting al 
however, that if her son is really capable of 
to her husband’s demands for study period 


you to give an intelligence 
ing her request, you have 
tion that led her to request 
as been dissatisfied with the 
been average. Her husband 
dy so that the son can get 
progress and reports that his 
long well. The mother feels, 
better work she would agree 
s at home and for restricting 
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the boy’s privileges until the grades improved. She would like to have 
the boy tested to find out whether he is capable of better work. 

1. Do you feel that this explanation is sufficient grounds for admin- 
istering the test to the boy? 

2. Write a paragraph telling what you would say to the mother at 
this point in order to explain your position about this problem. 


THE CLIENTS VIEW OF THE CLINICIAN 


The decision to seek professional help depends upon the balance of the 
motives favoring and opposing such an action. We may assume that the 
client cannot actually visit the clinician until the motives for seeing him 
are stronger than those for remaining away. But even though the client 
has actually arrived, strong motives for avoiding psychological assistance 
may still be present. When this is true, we may expect to find that rap- 
port is hard to establish, and that evasiveness or open resentment will 
appear. Merely because the motive balance favors visiting the clinician, 
We cannot infer that it also favors a cooperative relationship with him. 

The Clinician Viewed as a Threat. In some instances, external coercion 
forces a person to visit a psychologist, but he cooperates poorly because 
he thinks the psychologist’s activities may be harmful. A clear case of 
this kind occurs in prison settings. Some of the problems faced by a 
Psychologist in prison work have been described by Farber: 


+ +. If the investigator is a staff psychiatrist or psychologist he is often 
Seen by the inmates as the dreaded “bug doctor” who might, by an interview 
Or test, find a man insane or feebleminded and commit him to a stigmatized 
institution. The fear and apprehension engendered in the inmate by a sum- 
mons from the “bug doctor” will profoundly influence the experimental or 
interview situation, Finally, it must be kept in mind that in any situation 
where an inmate is faced by an official who has it within his power, or is 
thought to have it in his power, to help or hurt that inmate, then the inmate 
will be on his best behavior, his responses shaped and colored by his desire 
to make a favorable impression (4, pp- 298 £). 

What Farber has said about the clinician’s power holds true in many 
Settings, A psychologist in military service or in industry must be pre- 
Pared to find that clients will be uncommunicative if they think his deci- 
Sions could hurt them. And, it must be admitted, clinicians sometimes do 

ave positions carrying a good deal of influence. — 

_ Some people regard a decision to seek psychological help as an admis- 
Sion of weakness and so feel threatened by the consulting relationship. 
If a person is proud of independence and detachment from others, he is 
kely to steer clear of professional helpers. But the imminent loss of his 
Job or the breakup of his marriage may motivate him sufficiently to visit 
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a psychologist. After arriving, however, he may be defensive because he 
feels he has given up some control over his own life. In a series of coun- 
seling contacts reported by Muench, a client makes this point clear in the 
sixth interview. He says: “But I was bothered to come here in the first 
place. It was a real battle to come and admit that I wasn’t complete 
master of my fate; that by myself I havent mapped out an adequate 
course” (12, p. 226). Attitudes of this kind are quite likely to occur in 
men who have achieved high status and have authority over others. 

Another group of people who are likely to see accepting help as a 
weakness are those who set great store by reason and logic in solving 
the problems of living. For them, the seeking of help indicates a lack of 
intellectual mastery or of intelligence. Efforts to restore some sense of 
their intellectual ability may take the form of veiled criticism of the 
psychologist’s methods, of displaying knowledge about psychology, of 
detailed questioning about the scientific basis of tests, or of hinting that 
the clinician’s “techniques” are obvious and transparent. 

Since psychologists and psychiatrists are commonly thought to have 
unusual ability to “see through” people, they appear threatening to clients 
who do not want to think about, or openly admit, certain feelings or 
acts. Thus, a man who is desperately trying to avoid recognizing his 
hostility toward his father may fear the consulting relationship because 
he fears that he cannot hide his feeling from the psychologist. Or a 
woman, deeply ashamed of some sexual misdeed, may feel that it will 
surely be revealed. Such people, afraid of half-recognized feelings, may 
violently reject the idea of psychological consultation, For example, here 
is the way an eighteen-year-old girl began her first interview: “Well, 
here I am. This is all perfectly silly, but the doctor insisted that I come 
in and see you. I promised the doctor that I would come for one hour 
and here I am. . . . The doctor says there isn’t anything wrong with me 
physically—that all my symptoms are because I am emotionally dis- 
turbed about things. Well, that’s a lie. I’m not emotionally upset about 
anything” (12, pp. 812 £f). But in the following hour this girl wept and 
expressed a good deal of hatred for her mother. The psychologist had 
appeared as a threat to her control over her resentment and guilt. 

The Clinician Viewed as Miracle Worker. Some people overvalue psy- 
chological help; they assume that the psychologist can change them by 
some subtle means so that they will be successful, happy, or lovable. This 
attitude is often not openly expressed in the first contact of clinician and 
client, but therapists find evidence of it in comments made during ther- 
apy. A clear statement of the “miracle worker” attitude appears in the 
fourth interview of a case reported by Rogers: “And I had a sort of 
mystical faith in psychoanalysis. I imagined I wanted the same there— 
in other words, I wanted the psychoanalyst to turn the key for me, 
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rather than do it myself. . . . But I'm to the point now where if the 
analyst would flash the light upon a key I believe that I could turn it 
myself. Or maybe there isn’t any key—maybe it’s—that is maybe the 
key and the turning are one psychologically” (11, p. 357). Here the 
client contrasts his initial expectation with his new insight into the na- 
ture of the therapeutic relationship. 

This kind of attitude seems to be found most often in people who have 
difficulty in taking responsibility for their own lives. As their history un- 
folds, it becomes obvious that they have continually turned to the 
dominant and authoritative people in their social environment for advice, 
help, justification, and protection. If they have been acutely distressed 
before secking psychological help, they may overvalue such help as a 
way of relief. Some clients will say: “I have done everything I could, but 
it didn’t help. Nobody that I have consulted could find out what was 
wrong. I have heard people say such complimentary things about your 
work that I’m sure you can help me. I just feel that you're my last hope, 
because I don’t know what I’m going to do if you don’t help me.” These 
remarks, while arising out of despair, imply that the psychologist must 
assume the responsibility if the desired improvement fails to occur. And 
it is a fair guess that such clients have put the same kind of pressure on 
other people, both lay and professional. 

People who regard the psychologist as a miracle worker easily come to 
See him as a threat, Indeed, the great power which must be attributed 
to him if he is to perform wonders is in itself threatening. The possession 
of unusual abilities is no guarantee that they will be used to help instead 
of hurt; this guarantee must come from the client’s faith in the kindness 
and good intentions of the clinician. Consequently, clients who endow 
Clinicians with magical powers must also reassure themselves of his kind- 
ness. They will be alert for signs that he likes them and will be over- 
Sensitive to indications of the clinician’s possible insincerity or lack of 
Sympathy. Unrealistic vigilance of this kind can easily lead them to mis- 
interpret the clinician's speech and behavior. So it comes about that 
People who exaggerate the power of psychological services may be 
frightened by fhem and display ambivalent attitudes toward the psy- 
Chologist, 

The Clinician Viewed as Intercessor. Sometimes people seek psycho- 
logical services in order to manipulate a specific person in their environ- 
ment. In these instances, the clinician is seen as an authority whose 
Pronouncements can change opinions that the client has been unable to 
alter, For example, a young man wishing to dissuade his parents from 
Sending him to medioa school may request vocational guidance. Actually 

€ is not interested in guidance; he hopes that the psychologist’s findings 
Will alter his parents’ attitude. He may want copies of the test scores sent 
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to his parents or may ask the psychologist to see them personally after 
the test is finished. Under these conditions, the vocational counselor will 
probably doubt the validity of the test scores. The client's special interest 
in the outcome introduces an unknown amount of distortion into the 
results. 

The basic pattern of “using” the clinician can be varied in many ways. 
Occasionally the clinician is requested to talk to other people in an effort 
to get favors for the client. Thus students will sometimes ask an educa- 
tional counselor to speak to their professors, hoping that they will be 
given special consideration. A different and more subtle use of the clini- 
cian occurs when a client repeats the clinician’s judgments in order to 
criticize another person. For example, a man wants to discuss his failing 
marriage but continually makes it clear that his wife is the one at fault. 
If he succeeds in getting the clinician to give diagnostic names to his 
wife’s behavior, we may suspect that the husband will condemn her with 
these psychological labels. By quoting the clinician as the source of these 
judgments, the husband adds weight to the condemnation and justifies 
his own attitudes. 

A counselor can withstand pressure to act as an intercessor fairly easily 
if he has a therapeutic relationship with a client, Then special requests 
become questions for exploration, discussion, and interpretation, as with 
any other therapeutic material. When the relationship is largely for 
diagnostic purposes or when it is confined to a single interview, the 
clinician needs a clear conception of his role and the ways in which he 
can give help. In general, it is wise to follow the rule that the clinician is 
a consultant, and that the client must assume responsibility for his own 
actions. This principle does not prevent the clinician from reporting his 
findings to other specialists concerned, nor from preparing special reports 
setting forth his judgments about the client. Thus, a neurotic man may 


request a psychologist to examine him and send a report of his findings 


to an Armed Forces induction station. The neurotic hopes that such a 


statement will help to disqualify him for service. If the psychologist is 
willing to grant this request, he should make it clear that his report will 
include his opinion about the client but will not include a request for 
specific disposition nor for exemption. 

An example of excellent handling of a request for intercession is given 
by Greving and Rockmore (5): 

A soldier came to an army mental-hygiene unit and asked the unit to obtain 
an emergency furlough for him. He threatened to go AWOL if the unit did 
not comply with this request. The intake worker pointed out that all such 
requests must be initiated through the commanding officer and that the unit 
could not help him. The worker suggested that if the soldier 


had a legitimate 
reason for a furlough, he would not need anyone else to inter 


cede. The soldier 
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then requested the furlough through his commanding officer. The request was 
denied, but the soldier was referred to the mental-hygiene unit. When he 
returned to the unit, both the soldier and the worker were prepared for a full 
discussion of the problem. It turned out that the soldier was nearly failing in 
radio operators’ school and that his fiancée was putting considerable pressure 
on him to get married at once. These problems were discussed in a series of 
interviews. The soldier finally decided to try explaining the situation to his 
fiancée and to wait until his radio training was finished before getting mar- 
tied. He was successful in persuading his fiancée to wait. When he finished 
his training, he was granted the furlough and was married. 


In this case, the caseworker understood the limits of the service which 
the mental-hygiene unit could offer and refused to go beyond them. On 
the other hand, the worker was able to show the soldier how the unit 
could be of use to him. Obviously, it requires a great deal of skill to re- 
fuse requests without appearing unsympathetic. In addition to the skill 
needed, however, it is important for the clinician to remain undisturbed 
by the direct or disguised threats of the client. If the caseworker had been 
upset by the soldier’s threat to go AWOL, he might have become de- 
fensive and resorted to counterthreats or to coaxing. In either case his 
effectiveness would have been impaired. The fact that the worker was 
clear about his own role and his relationship to the client enabled him to 
resist the temptation to appear as a goodhearted intercessor. 

We may now review some of the implications for the study of persons 
that have been suggested in our discussion of the initial contact: 

l- The client’s behavior in the first meeting is influenced by the cir- 
Cumstances of the meeting, the reputed activities of the clinician, and his 
Power and prestige. 

2. Anxiousness, resentment, or demands for special treatment may 
arise from misinformation or inaccurate stereotypes of the clinician. 

8. Generally, the clinician should not explain his function and services 
early in the first meeting. After the client has told the story of his com- 
Plaints and his distress, it is easier to structure the clinical relationship. 

4. The clinician’s explanation of his function may easily appear as a 
rejection or as a threat to the client. It should be given calmly and con- 
Siderately, The language should be simple and nontechnical. Usually 
it is possible to couch the explanation in terms that relate to the client’s 
Wn circumstances and desires. 

Persistence of unrealistic expectations about the clinician after he 

as explained his services and limitations usually indicates important 
Motive patterns in the client. Often these expectations reflect the client’s 
‘mands upon other people in his life who possess power or authority. 
_ 6. The clinician should ordinarily regard himself as a consultant. He 
18 able to offer a special kind of help because of his training and the 
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setting in which he works; but he cannot assume responsibilities appro- 
priate for relatives, friends, lawyers, and so on. If he understands his 
unique relationship to his client, it is easier to refuse inappropriate re- 
quests without being defensive. 


ORIENTATION DATA 


Before a clinician begins the intensive study of a person he usually has 
information about the client’s age, sex, marital status, education, and oc- 
cupation, Facts of this kind we shall call “orientation data.” There is no 
hard and fast rule about what information is classed under this rubric, 
but it is usually limited to easily available data that roughly establish 
the client’s position in the community. Sometimes orientational informa- 
tion includes religious affiliation, nationality or ethnic-group membership, 
leisure-time activities, and membership in clubs and social organizations. 
These data are often written down on a standard form at the time the 
client is first seen. In educational and vocational guidance agencies, 
clients usually fill out the form themselves. In other agencies this informa- 
tion is obtained by an intake interviewer or even by a trained reception- 
ist. 

In organizing a standard form for recording orientation data, three 
general requirements should be met. In the first place it should contain 
the client’s full name and address. If he can be reached by phone, the 
number should be given. This information is needed in case special ap- 
pointments are to be made or broken; but other kinds of unforeseen con- 
ditions also arise that require mail or phone contact with the client. The 
second general requirement for orientation-data sheets is that they should 
request information which is not likely to make the client embarrassed 
or resentful. Asking for data about occupation, education, and marital 
status is usually taken for granted; but requests for religious affiliation or 
ethnic-group membership may produce suspicion. More intimate ques- 
tions, such as those concerning sexual activity or criminal offenses, have 
no place on orientation-data sheets except under unusual circumstances. 

Questions about health, physical defects, and medical history are often 
included on standard forms, but they usually cover only the superficial 
aspects of such information. The third requirement for developing an 
orientation-data sheet is that the information sought should be relevant 
and potentially significant. This is to say that there should be some reason 
for the inclusion of each question on the sheet. Since the services offered 
by various agencies differ, the decision as to what is relevant information 
will vary according to the requirements of the agency and the clinician. 
Questions about the amount of life insurance held by a client, for exam- 
ple, would ordinarily not be worth including, but it is possible that it 
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would be useful in some special instances. As another illustration, the 
amount of detail requested about occupational history would vary de- 
pending upon the goals of the clinical agency. The data sheet should 
be kept fairly short, so that only fifteen or twenty minutes is needed to 
record the information. It is not meant to serve as a substitute for the 
interview but to provide a frame of reference for the clinician. 

A short data sheet is shown in Figure 4. This sheet was not constructed 
for any particular kind of agency, but it suggests how a form could be 
organized. It is important to leave ample space for writing in the in- 
formation, since some people have a large handwriting. Note that both 
age and birth date are requested. This may seem to be a needless dupli- 
cation, but it provides a double check on this point. The item about 
persons in the household gives some idea of possible interpersonal fric- 
tions and economic status. Asking for year of graduation permits the 
clinician to find out whether school progress was regular or whether it 
Was retarded by illness or failure. The items about parents permit in- 
ferences about the socioeconomic status of the client’s family. The ques- 
tion about organizational membership yields a rough framework for eval- 
uating the social contacts of the client. 

Answers to the last item may not necessarily reveal the most important 
reason for seeking help, but they provide a convenient starting place for 
an interview, Sometimes they reveal an unwillingness to assume respon- 
sibility for wanting an appointment. For example, a client may write: 

My doctor told me to come.” Or there may be a plea for assistance with- 
Out conerete details: “I hoped you could help me.” Another client may 

Sclose his sophistication: “To see about getting psychotherapy.” The 
Question is deliberately framed to permit these variations in interpreta- 
tion. Another item of this kind that could be added to the sheet is: “How 

id you happen to seek an appointment at this particular time?” Answers 
to this question may yield further cues as to motivation and attitudes 
toward the agency or the clinician. 

A Rationale for the Use of Orienting Data. In Chapter 3, we pointed 
Out that the clinician must be sensitive to the possible significance of fairly 
minute details of the client’s behavior. Orienting data provide a frame- 
Work of broad hypothesis within which these more minute details must 

© placed, This orientational framework is possible because a given cul- 
ture pattern tends to produce fairly homogeneous results among the 
Persons exposed to it. That is, the social structure tends to force people 
to develop so that if they have characteristic A, they will also have cer- 
tain other characteristics X and Y. A simple example will help you under- 
Stand this principle: a 

Suppose you know only three facts about a person, namely, that she is 
an eighteen-year-old girl who has epileptic convulsions two or three times 
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a year. Can you answer the following questions about her with any prob- 
ability of being right? Is she glad that she has epilepsy? Does she worry 
about her chances for marriage? Does she feel that she is a burden or 
liability to her family? If you answered yes to these questions, it is be- 
cause you assumed a fourth fact—that she was reared in recent United 
States culture or something similar to it. If you knew that she lived in a 
society where epileptic seizures were regarded as divine visitations and 
the afflicted people were thought of as holy persons, you would probably 
answer in quite a different way. Knowing the widespread attitudes of a 
social group, you predict that a given person’s attitudes will be con- 
gruent with those of the group. 

The principle of the socially determined association of personal char- 
acteristics can be seen most clearly in connection with systems of social 
roles (8). A role may be defined as the pattern of attitudes, motives, and 
actions that the members of a group expect of persons who occupy a 
given position. In our own society, for example, women are expected to 
wear their hair longer than men, to be prepared to do domestic tasks, 
and to let men take the initiative in courtship. The role of adult female 
includes many other characteristics, of course, nearly all of which are 
socially determined. The cluster of motives, attitudes, and acts which we 
label “feminine” are found associated together, not because they are 
biologically related, but because they are associated in the norms of a 
group. It is as if a community, finding in its midst a female child, set 
itself the task of continuously teaching that child to be domestic, inter- 
ested in adornment, unaggressive, and so on. 

The most important characteristics for defining what role pattern shall 
be learned by the individual are sex, age, kinship position, marital status, 
and occupation, In our own culture, socioeconomic status and race must 
be added to this list. A combination of these characteristics defines the 
individual's role with sufficient precision to allow for a considerable 
amount of success in making predictions about a given person’s motives, 
attitudes, and actions. You can see that one of the chief uses of orientation 
data is to enable us to specify the main roles of the client. If our knowl- 
edge of the social norms surrounding the client is full and accurate, many 
inferences can be drawn about him. They serve to rough out the broad 
outlines of a life and to suggest certain lines of inquiry to the clinician. 

Age and Sex Roles. As examples of the kind of norms provided by 
roles, let us briefly inspect two kinds of ascribed roles, age and sex roles. 
In general, these patterns are not optional for the individual; he may not 
take them or leave them as he chooses. Rather, he is expected to show 
certain characteristics appropriate to his age and sex. In United States 
middle-class urban society, for example, children are expected to conform 
to parental demands, and are expected to be dependent upon their par- 
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Name (in full) 


Address 


Phone number Today’s date 


Age last birthday Date of birth 


Are you single, married, divorced, separated? 


If married, give date of marriage Number of children 


What persons besides yourself now live in your household (such as father, wife, 


son, etc.)? 


What was the last grade in school you finished? 

If a high-school graduate, give year of graduation 
What is your present job? 

Baw long have you worked for your present employer? 


What other jobs have you had? __ —— —— ————— 


Is your father living? Father's occupation 


—<——_— 


——— 


Is your mother living? Mother’s occupation 


Father's schooling Mother's schooling 
What Organizations do you belong to (such as church, clubs, lodge, choir, etc.)? 
epee eR aaa 


How is Your health? _—_— ———— -m 


aee eS aa 
Are you Physically below par or handicapped? 


==, eS e all 


What is your reason for wanting an appointment? 


"e OS Ool 


Figure 4. A Sample Form for Orienting Data 
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ents but not upon other adults. They are supposed to attend school 
and to value the learning of verbal skills. Adolescents are expected to 
show most of this pattern, but they are often permitted wider limits than 
children as to travel and hours of arriving home. They are expected to 
be serious about their future vocational and marital plans, and these 
plans are supposed to conform to parental wishes. The adolescent is close 
to the world of the adult, sees its apparent freedom and satisfactions, is 
told that he will soon take a place in that world, but, for a few years at 
least, he is reminded that he is not really adult after all. 

Somehow, at an indefinite time, the adolescent becomes the young 
adult. The high-school fads, so highly valued only a few years earlier, 
become old hat. Effort is now directed toward establishing a place in the 
competitive adult world. Marriage, money, and status become primary 
concerns, and the choice of occupational role is intimately related to all 
three, The third decade of life is expected to include the establishment 
of a home and family; and the fourth decade presents the problem of 
the consolidation of the family position and the establishment of con- 
tacts with community groups. The PTA, the Sunday school, the bridge 
club, the men’s service clubs now become important modes of affiliation 
with the social environment. 

By the fifth decade, the status of the individual is generally fixed, 
and the possibility of movement upward is decreasing. The children in 
the family have reached adolescence, and the parents find themselves 
regarded in a new light by their children. Social norms for this age level 
do not include sexual attractiveness as a basis for personal relationships; 
sexual “adventures” and rowdy parties are considerably less acceptable 
than for people in their twenties. People in their forties are also ex- 
pected to assume responsibility for their own elderly parents if they 
need assistance. Often, therefore, a change in the membership of the 
household takes place, and the adult in his forties is faced with signifi- 
cant alterations in his relationship to both his children and his parents. 

This sketch of the successive age roles in one segment of society is 
all too brief, but it suggests patterns of living that will be seen by the 
psychologist. Intertwined with these age roles are the patterns that are 
ascribed to the two sexes, The male is expected to be more competitive 
and aggressive, more oriented toward Occupation and earning income 
than the female. Sexual exploration in the second and third decades of 
life, while not prescribed for the male role, seems to be among permitted 
activities. This is much less true for the female role. On the other hand, 
it is expected that females will exploit physical appearance as a basis for 
personal relationships with males, 

The achievement of motherhood brings with it a host of prescribed 
characteristics that include appropriate thoughts and feelings about chil- 
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dren as well as certain kinds of overt behavior toward them. The burden 
placed upon women in a mother role is heightened rather than alleviated 
by the idealization of this role presented during celebrations of Christ- 
mas and Mother’s Day. Nothing comparable to these specifications has 
been prescribed for fathers. 

Middle-class fathers, of course, must bear the brunt of establishing 
status for themselves and for their families. Social norms for this role 
emphasize ability as “good providers” first, and assign secondary impor- 
tance to mutual emotional relationships between the father and the 
family. It should be noted that the intense economic activity of men in 
this position, although it is described as “earning a living,” is actually 
devoted to the conservation and improvement of the socioeconomic status 
of the family. Failure of fathers to accomplish this improvement brings 
condemnation not only from the family but from themselves as well. 

Clinical Use of Social Norms. Information as to age, sex, and class 
status leads the clinician to form certain expectations about the motives, 
attitudes, and behavior of individuals. His knowledge of the role behavior 
Prescribed and permitted within a community enables him to construct 
an approximate picture of the characteristics that a given person proba- 
bly has. When the clinician also uses other orienting data such as educa- 
tional level, occupation, religious affiliation, race or nationality origin, 
and membership in organizations, he can construct a more detailed pic- 
ture of the motives and attitudes of his client. 

These expectations are used by clinicians much as they use achieve- 
Ment test norms, The norms furnished with tests of reading, arithmetic, 
or chemistry are based on groups of people who have had certain op- 
Portunities to learn the material covered by the test. When we test a 
client for the first time, we compare his score with the norms to find out 
how well he has succeeded. If a marked deficiency is found, we seek 
further information about the client, hoping to find reasons for his poor 
showing, So too, social-role prescriptions are standards against which 
the clinician first measures his client in order to discover gross devia- 
tions, They are not expressed in numerical terms as test norms are, and 
clinicians do not usually state what social norms they are using. Despite 

eir crudity, however, these expectations form a base line for important 
Parts of every clinical evaluation. No formal test battery covers such 

road and significant areas of personal development and permits such 
a rapid and inexpensive appraisal. 
An Example of Implicit Norms. To show how simple orienting data 
arouse expectations, the writer asked a group of graduate students in 
Psychology to rate certai personality traits for a subject they had never 
met, Prior to making their ratings the students were informed that the 
subject was a single female college graduate who was twenty-six years 
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lso that this woman had been studied clinically, but 
ee why this study had been undertaken. The average 
ratings are shown by the solid line in Figure 5. The scales are shown 
here in condensed form; actually, the traits and the points on the scales 
were defined more fully for the student raters. In Figure 5 only the end 
points of the scales are defined, but in every case an average rating 
would be indicated by 5. You will notice that, although the averages of 
the ratings lie close to the center of the scales, it would not be correct 
to say that the raters regarded her as an “average woman. They think 
of her as fairly talkative, more anxious and cautious than the average 
person, tending toward conventional morality, somewhat worried about 
sexual matters, and definitely more ambitious than average. They guess 
that her home was about as harmonious as the usual household but think 
that she may feel somewhat deprived of love and affection. 


1, Talkativeness; 1 2 3 


6 7 8 9 
Fluent 


Taciturn 
2. Cheerfulness; LR 8 6 7 8 9 
Depressed Happy 
3. Anxiety: 1 2 43 6 7 8 9 
Anxious | Secure 
1 
i 
4, Impulsiveness: 1 2 4.8 e Tg g 
Cautious = Impulsive 
5. Family discord: 1 2 8 Mea 8 S 
Harmonious SNN Discordant 
6. Need forlove: 1 2 3 6 7 $89 
Satisfied eeeee77”” Feels deprived 
7. Moral standards: 1 2 „3-77 6 7 8 9 
Conventional Antisocial 
8. Sex worries: Le (zit gs 6 7 8 9 
Worried No conflict 
9. Ambition: init 8 gi}! 4 B® eae) sak o 
Ambitious Drifter 


Figure 5. Personality Ratings of One Person. Solid line shows average of ratings based 
on very limited information. Dotted line shows ratings based on extensive test an 
interview data. 


The dotted line in the figure shows the average ratings made by two 
psychologists who had access to a considerable amount of test and inter- 
view data for this woman. Their ratings are more extreme than the stu- 
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dents’ ratings on nearly every scale. It is worth noting, however, that 
on eight of the nine scales the students’ guess lies on the same side of 
the center point as the judgment of the psychologists. Although the stu- 
dents were wrong in their guesses, the guesses were not completely fool- 
ish nor random. How can we account for this finding? 

The orienting data about age, sex, marital status, and educational level 
must have permitted some inferences about other characteristics. For- 
tunately, the subject who was being rated came from the same section 
of the country and belonged to about the same socioeconomic stratum 
as the raters, although they did not know this. The raters, acting on 
their own knowledge of college students and single women, arrived 
at conclusions that seemed probably true. They must have believed, 
for example, that an unconventional, unambitious girl would not have 
finished college successfully. Moreover, a single woman in our culture 
would probably feel some need for love and affection; and it is safer 
to assume that she would be worried about sexual matters than to assume 
otherwise. O£ course, individual raters varied widely in their guesses, 
depending on their experience and the additional assumptions they made. 
Some raters assumed that the woman had sought psychological assist- 
ance for her personal problems; they imagined that she would be quite 
anxious, worried about sex, and feel lack of affection strongly. 

Accuracy of Inferences from Orienting Data. As part of a larger in- 
vestigation, Kostlan (7) studied the ability of twenty clinical psycholo- 
Sists to make inferences from orienting data. He first constructed a true- 
false test based on sentences actually found in reports of psychological 

‘agnosis and psychotherapeutic progress. The next step was to have 
eight expert clinicians study the complete case data for five patients. 

‘hen they marked the true-false items separately for each patient. When 
SIX of the eight experts agreed on how an item should be marked for 
a patient, their choice became the “correct” answer. Thus, Kostlan con- 
Structed a scoring key for each patient. The test could now be used to 
Measure the accuracy with which clinicians could make inferences about 
each case, given various amounts of information. ‘ 

: The twenty clinicians were asked to study the case data when certain 
information had been systematically deleted. Then they answered the 
true-false test. Under the “minimal information” condition, the clinicians 
Were told that the patients were white male veterans who were patients 
ata mental-hygiene clinic. They were also told the age, marital status, 
Occupation, educational level, and referring source for each of the five 
Patients. Due to the experimental design, only four psychologists an- 
Swered the test for any one patient under these conditions. All twenty 


Participated in this part of the study, however. : rab 
ostlan’s data show that, with only this minimal information, the clini- 


108 Clinical Psychology: The Study of Persons 


cians made more correct inferences than would be expected on a chance 
basis. More surprising is the finding that the average number of correct 
inferences did not increase reliably when the clinicians used both mini- 
mal information and test data. Giving them social-history information, 
however, did produce a reliable increase in correct inferences. It is possi- 
ble, of course, that the true-false test did not permit the most effective 
use of the test data. But the study does show that orienting data can aid 
clinical inference. 

Problem 8. Part A. A twenty-four-year-old man is married and has no 
children. He is a high-school graduate, is employed as clerk in the meat 
department of a large market, and lives in a rented furnished apartment. 
He is located in a city with a population of about 30,000 in the Middle 
West. On the basis of this limited information, how would you answer 
the following questions? 

1. How intelligent is he? 

2. How well does he like his job? 

8. Do he and his wife get along well together? 

4, What kinds of recreation does he enjoy? 

5. Is he generally optimistic or pessimistic in his outlook? 

Part B. Now answer the same questions for another man. All the in- 
formation given in Part A remains the same except the age. Assume that 
this man is thirty-eight years old, 

Part C. On what basis did you arrive at your answers for the two men? 
What kinds of assumptions are you making about typical motives in 
Middle Western culture? Can you trace the source of any of these as- 
sumptions to specific reading or experiences? 

Using Inappropriate Norms. One of the elementary precautions you 
must observe when interpreting psychological tests is to use the propet 
set of norms in evaluating the client’s scores. You would probably not 
compare the spelling achievement of an eighth grader with the expected 
score of a college freshman except for very special reasons. This kind 
of error can very easily occur when you interpret orientation data. The 
use of inappropriate social norms can occur in two ways. 

The first kind of error is a failure to take into account local or sub- 
cultural variations in social-role prescriptions. The United States is cul- 
turally less homogeneous than you may suppose. Not only do role pre- 
scriptions vary slightly from region to region, but even within a given 
region subgroups may have standards of attitude and conduct that are 
peculiar to themselves. This local variation is easily noticed in urban 
areas where many immigrants have settled. In cities with Polish, Italian, 
German, or Hungarian areas, you will find different expectations in the 


1 The tests were the Rorschach, the Minnesota Multiphasic Personality Inventory» 
and a sentence completion test. 
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different nationality groups. In evaluating persons from these groups, 
the clinician must reckon with the distinctive standards of the subgroup, 
and he must also recognize that group members have come into contact 
with what has been called “the American core-culture.” Here, he must 
evaluate the conflict among the expectations of several different groups. 

The second kind of error is failure to recognize the differences in social 
norms among the various status levels in a community. Davis (15) has 
pointed out that underprivileged workers lack interest in the social re- 
wards which appeal to middle-class workers. Nor are the same fears 
present in these two groups. The lower-class worker who has been fired 
is not likely to lose status with his kinship group. He will feel less anxious 
about “bunking in” with relatives for a while than a middle-class worker 
would. Furthermore, Davis and his coworkers (2) have shown that 
middle-class parents differ from lower-class parents in the role they 
assign to children in the family. Middle-class families are likely to have 
more exacting standards of conduct for their children and to try to 
accelerate their development toward adult standards, Lower-class fami- 
lies are often more permissive, sometimes to the point of negligence. 
Even the norms for sexual behavior and attitudes differ among various 
Status levels, according to Kinsey (6). His data indicate that religiously 
inclined males and upper-level males engage in sexual intercourse less 
frequently during marriage than do males in the lower educational levels. 
Upper and lower educational levels also show differences in the incidence 
of premarital coitus. 

Since a majority of clinicians have probably been exposed to the norms 
of the middle class in the locality where they were reared, it would be 
easy for them to use these norms as a base line for evaluating clients. 
Then they would mistakenly interpret many of the motives and practices 
Of lower-class or upper-class clients as deviations. 

Stereotypes and Social Roles. The suggestions that have been made 
about the use of orienting data may make you think that we are encour- 
aging the clinician to rely on stereotypes. It would be a mistake, of 
Course, if clinicians actually did make snap judgments of people on the 
basis of false ideas about the association of various attitudes and traits. 

Otions that Germans as a group are scientifically minded and methodi- 
cal, or that Jews as a group are shrewd and grasping are good exam- 
Ples of common stereotypes that are misleading. But the proper use 
of social norms about roles should prevent the error of prejudging a 
Person because of his national origin or race. Thinking in terms of the 
Social influences that probably acted on a person forces the clinician to 
ask himself about the basis for his judgment, and he is continually re- 
minded that his first ideas about a client are only probably true. If you 

elieve that “Southerners hate Negroes” and assume that each client 
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from that region will show that hatred, you are reacting on the basis 
of a stereotype. But if you know that the norms in the South prescribe 
certain relationships between colored and white people and that varia- 
tions in attitude may occur depending on locality, travel, education, age, 
and social-class membership, you will react on the basis of social reality. 
You would be correct in assuming that a person who was reared in the 
South probably favored segregated schooling, but you would also be 
prepared to find that your assumption was wrong in a given case. And 
if you did find that you were wrong, you would then have to ask, “Why, 
if the prevalent attitude in this client’s social environment favored segre- 
gation, did he develop a different one?” A potentially worthwhile line 
of investigation would be opened. 

Roles and Social Learning. The particular roles that a group associates 
with age, sex, occupation, or parenthood should be regarded as standards 
toward which the group pushes each person. These standards are only 
approximated in actual behavior, however, for a variety of reasons. In 
the first place, the conception of the appropriate characteristics for each 
role allows for some variation. Mothers, for example, are supposed to see 
that their children are fed and clothed, but there is some latitude as to 
what is served and what styles are chosen. 

More important for the clinician’s purpose is the fact that learning 
social roles takes place under unique circumstances for each person. The 
child learns what it means to be a male or a female in terms of his par- 
ents’ conceptions of sex roles, and these conceptions will emphasize 
some features of the role more than others. Furthermore, families will 
vary in the degree to which children are motivated to learn various roles. 
In some families, a good deal of praise is given for learning the role 
of “democratic citizen,” while in other homes it will be barely mentioned. 
Many times, children learn fairly accurately what a role is but hear it 
devalued. One instance of this combination occurs when a wife is con- 
temptuous of her husband. Her son may learn to know his father’s occu- 
pational role and at the same time regard it as undesirable. 

It is precisely because of the importance of the unique circumstances 
of role learning that the clinician needs a base line or standard of com- 
parison. Without a knowledge of the common directions in which indi- 
viduals are being led, he is insensitive to the unique modifications his 
client may show. With a knowledge of the social norms surrounding his 
client, he must account for the success or failure of the client in learning 
them. To learn that a man customarily ‘ells articles made by his wife 
and returns the proceeds of the sale to her may mean much or little 
depending upon the social norms of his society. Among the Tchambuli 
of New Guinea these actions are part of the expected male role. If a 
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clinician learned that his twenty-five-year-old male client in Chicago 
behaved this way he would think of a good many questions. 


SOCIAL NORMS AND UNCONSCIOUS MOTIVATION 


Toward the close of Chapter 8 we saw how clinicians seek to recon- 
struct the motives that produce behavior sequences. We are now ready 
to examine a special problem in clinical work: making inferences about 
unconscious motives. These inferences pose a difficult problem because 
we cannot verify them by direct statements from the client. Many infer- 
€nces about motives can be checked by the client's own report, once 
he finds he can talk without fear of criticism, But the chief characteristic 
of unconscious motives is that they cannot be reported even by a sin- 
cere and willing person in a permissive atmosphere. Despite this fact, 
Such motives do influence behavior; in fact, we cannot understand some 
of the puzzling things that people do without assuming the existence 
of unreportable motives. At the same time, the clinician has no license 
to invent unconscious motives whenever he finds it convenient. 

To justify an inference that an unconscious motive exists, he must be 
able to establish at least the following: 

I. Reportable motives do not sufficiently account for the existence or 

© extreme intensity of certain actions. 

2. The person has had opportunity and encouragement to acquire 
a motive or motives which could account for behavior in question. 

8. Conditions favoring repression of the assumed motive exist. 

e€ argument we want to develop is simply that social norms provide 
Conditions favoring the repression of certain motives. The clinician’s 
amiliarity with the group norms of his client enables him to make some 
Plausible inferences about the nature of these motives. 
€pressive processes must be motivated, just as is true of any other 
uman action.? The most important motive sustaining repression is the 
need to reduce anxiety connected with unfavorable judgments of one’s 
Value or “goodness.” As long as we do not know that we have unaccepta- 
= feelings or motives, we can remain relatively free from anxiety about 
Personal worth. 


2 The exact nai ; is only partially understood. We feel 
ture of the repressive processes is only p CGS Ne, 
He that, one of them ake of “rmi Jabeling” (3, pp- 211 f). A person may call 
ae ‘anger.” Or criticism meant to hurt another person may be described as 
ee him something for his own good.” Another kind of process may consist of 
rere ar contractions that oppose incipient action tendencies. A motor readiness to 
ar may be automatically opposed by tensing the muscles in the jaw (9, pp. 146 ff). 
origg Et oPtioceptive pattern associated with “I want to swear” is thereby altered. The 
*8inal motive cannot be identified and hence cannot be named. It is repressed. 


112 Clinical Psychology: The Study of Persons 


Social Norms Determine Acceptability. The standards or prescriptions 
of the social group apply to covert as well as to overt behavior. By gen- 
eral agreement, some impulses are defined as good, others as “bad. 
Thus, hatred of parents, homosexual impulses, and the desire for extra- 
marital sexual relations are commonly condemned in our culture. The 
“badness” of a motive is determined by how much anxiety is attached 
to it during the training of the individual. As the child grows, he learns 
that “as a man thinketh in his heart, so is he,” and he learns to be anxious 
when he thinks the proscribed thoughts. He comes to share the con- 
demnatory standards of his group and to apply them to his own behavior. 
For example, anti-Semitic feelings in a Jew are especially abhorrent to 
the Jewish community. 

Social norms also prescribe the acceptability of various kinds of actions 
as means for motive satisfaction. It is entirely proper, in the middle class, 
to want money and perfectly correct to desire marriage. But it is not 
respectable to marry in order to acquire wealth. Joining a church is a 
good thing, but it should not be done in order to enhance one’s social 
status. A man may take a job involving travel because it pays well; he 
should not take it in order to avoid spending time with his wife. 

The socially disapproved impulses and explanations are, of course, the 
very ones that are most likely to be repressed. Since there are multiple 
motives behind most actions, it is not hard to believe that we are acti- 
vated only by those which are “good” and to repress the others. The 
clinician’s knowledge of social norms thus helps him guess which motives 
will be unconscious. Of course, many other motives, not specifically 
denounced by general social norms, may be repressed because they are 
disapproved by families or other small primary groups. As the clinician 
learns more about the social environment of his client, he can be more 
precise in locating motives that are probably repressed, 

Common Values and Needs. Knowing that a motive arouses anxiety 
is a necessary but not a sufficient condition for inferring that it is re- 
pressed. We must also know that the motive exists, that is, that the 
person is capable of being stimulated to want certain goals, For some 
kinds of motives (sex, food, rest, etc.) we infer the existence of the 
need from the common physiological structure of human beings. But 
the probable existence of other kinds of motives is inferred from the 
presence of group norms about what people should want. A culture 
emphasizes certain values, and adults teach children to accept them as 
their own. This homogenizing effort is furthered by social arrangements 
for rewarding those with the approved set of values. Adults, then, come 
to have a number of motives in common. In our own culture, we find 
widespread agreement on the desirability of social status, the acquisi- 
tion of money, self-improvement by education, marriage, and so on- 
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When a clinician finds a person who was exposed to the customary value 
training but who denies having the customary value, he suspects that 
repression has taken place. Thus, in view of the cultural machinery for 
inculcating an interest in marriage, we expect single women in their 
twenties to want marriage. A woman who denies any such desire is 
usually assumed to be repressing it. 

The soundness of such an inference depends on establishing the fact 
that the typical social pressures were actually operating in a given case. 
Not every single woman who denies wanting marriage is repressing. 
Peculiarities of family attitudes or seriously inadequate chances for con- 
tact with social norms may prevent the acquisition of the typical motive. 
Then, too, inconsistencies in cultural manipulations of rewards may 
hinder the establishment of the standard motive. Detailed knowledge 
of the life history usually enables us to decide whether the client really 

ad a chance to learn the typical motives. 

Example of Repression. To illustrate how social norms function 
as a context in which the clinician evaluates a client’s remarks, we shall 
give some excerpts from a recording of an initial interview. The client, 
Hal, is talking about his financial responsibilities to his mother: 


_, She does have a few dollars and they might last for two years or three years 
if I don’t contribute to her support. But at the end of that time TIl have to 
© in a position where I can not only, uh, support her, but myself and my 
fiancée, Became engaged last Christmas. Strangely enough, the fact that I’m 
gaged doesn’t bother me as much as it probably should. I don’t worry about 
at relationship at all. The fact that I’m not getting married—I'd like to get 
married, but I don’t feel any pressure there at all. I do feel pressure to go to 
College and study. 
The interesting point in these remarks is the lack of concern about 
© engagement. It probably would have gone unnoticed had it not 
cen that Hal himself called attention to it. He used the phrase “strangely 
cnough,” and then indicated that he should be more bothered about 
© engagement, Hal and the clinician were both aware that engaged 
Men usually want to get married and that they are usually thinking 
about Plans, financial arrangements, and so on. At this point, Hal makes 
an Outright slip of the tongue: “The fact that I’m not getting mar- 
ried, , » His attitude is exactly the reverse of what we expect to find 
(on the basis of social norms) in an engaged and eager man. He corrects 
$ unintentional error: “Td like to get married”—and then proceeds 
O deny this desire indirectly—“but I don’t feel any pressure there at all.” 
Could it be that Hal actually does not want to get married, at least not 
in the near future? If this is the case, there is good reason for repressing 
S desire to avoid marriage. The social standards of Hal's community 
° not approve of men who become engaged and then try to escape 
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the commitment. And Hal does not approve either. Since this client had 
a series ‘of therapeutic sessions we can check up on the speculations 
made during the first interview. 

Three weeks later the following conversation occurred: 


Hau: It’s so easy for me to disassociate her from my thoughts completely 
that I don’t see how it can be possible. 

Cuinic1an: How do you mean, it’s so easy to disassociate her from your 
thoughts? 

HAL: Well, I can see her. . . . Like I’m downtown calling on somebody, 
so I stop up to the office and I talk to her and I’m in her company 
and I become excited. And I leave her company and, uh, I can 
read something, I can write something, and just forget all about 
her. That is, I think that I forget all about her. I don’t know 
whether in the back of my mind someplace I do. I don’t. 

CuiniciAN: But it seems to you that actually once she’s gone, she’s gone. Just 
like that? 

Hau: Yeah, that’s right. If I’m talking to her on the phone, I’m, of course, 

Tm very conscious of her on the other end of the line. But when 

I hang up the phone and I start reading, I just become, just get 

away from her. I daydream a lot. I don’t say I become immersed 

in what I'm reading, but my thoughts don’t jump over to her. 

They jump to other things. That worries me, too. I mean 

either it’s a question whether I am, really, in love with her. . + + 

Sometimes I try to figure out whether I became engaged to her 

or she became engaged to me. I, I, I, it’s a terrible thing to say, 

but now I’m beginning to think that she became engaged to me. 

Til have to ask her about it and see what happens. .. . I’m 

almost positive when I think about it that I didn’t apply any pres- 

sure in the—in the action. 

You're not even sure whether you want to be engaged? 

Yeah, that’s right. I've only been three months, Three months 

next week. [Sighs.] Quite a situation. If people, if I ask myself 


if I’m in love, I say yes. And I say, am I? And I start thinking 
about it. 


CLINICIAN: 
Hau: 


Hal’s expressed attitude toward his engagement has changed con- 
siderably from the “no pressure” attitude he showed three weeks earlier: 
Actually Hal had been unaware of his desire to avoid marriage. But the 
peculiar way he discussed his feelings did not coincide with the clini- 
cian’s perception of the social norms for engaged men. Moreover, the 
desire to avoid marrying the girl is a socially unacceptable one and 
therefore prone to be repressed. In the latter excerpt, we see the weaken- 
ing of the repressive forces and a fuller description of the conflict. No- 
tice that the beginning of correct labeling was accompanied by ope? 
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self-criticism: “It’s a terrible thing to say.” Statements of this kind are 
common when repressed impulses are being experienced. 
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CHAPTER 5 


Interviewing: Observational Data 


Of all the ways for studying persons, interviewing is probably the most 
important. It can provide richness of data and precision in communica- 
tion unmatched by most other methods. Since no special equipment is 
needed, it is always available to the clinician. Furthermore, it is a rapid 
method for collecting information. When the time for studying a person 
is sharply limited, interviewing is likely to be the best method to use. 

It is true, of course, that interviewing has serious defects. Interviewers 
rarely can make judgments of intelligence, interest patterns, or aptitude 
that are as precise as those based on well-constructed tests. And there 
is always the possibility of being given misleading or false information 
in an interview. What can be done in an interview is to get informa- 
tion about aspects of the client’s life that are not subject to testing, and 
to form a general notion about his main characteristics and the important 
influences on his development. 

What you see and hear in an interview is not very valuable until 
you interpret it, and it is at this point that some of the most glaring mis- 
takes in interviewing can be made. You are at the mercy of your ow? 
stereotypes, biases, preconceived ideas of human nature, and your ow? 
tendencies to be harsh or charitable, cautious or impulsive in judgment. 
The improvement of interviewing seems to be a matter of improving the 
interviewer's skill in making inferences and interpretations, more than 
developing his skill in conducting an interview. For there is little point 
in being able to draw out information unless you can make use of it. 

The main purpose of this chapter is to help you think more effectively 
about interview material. We shall point out some of the observations 
that can be made during interviewing and some possible interpretations 
of these observations. Most people who are interviewed believe that the 
interviewer is interested only in what they are saying, that is, in the 
reporting aspect of interviewing. Skilled interviewers, however, are inter- 
ested not only in the report but in how it is given, how the client is 
behaving, and how he is meeting the social situation of the interview 
itself. In order to stress the importance of these latter items, we begi” 
the study of interviewing by discussing the data of observation. 
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OBSERVING GENERAL APPEARANCE 


The first thing that an interviewer does as his client walks in and sits 
down is to take a good look at him. What he sees may suggest lines of 
inquiry to be followed up later or may reinforce some impression gained 
from the client’s story. Sometimes a striking physical characteristic or 
mannerism may start the interviewer guessing about the self-attitudes 
or motives of the client. 

Physical Appearance. The height, weight, and body structure of peo- 
ple create a kind of global impression; and we try to sum it up in words 
like “hulking,” “petite,” “frail,” and “plump.” Probably the impression 
that the client makes on the interviewer is similar to the impression he 
makes on other people. He may appear well constructed and physically 
adequate to meet the demands of living, or he may appear inadequate, 
with few physical resources. Whether or not he is in fact adequate or 
inadequate, it is likely that the impression he creates affects his relation- 
ships with people. A person who appears physically adequate, for ex- 
ample, may actually have physical deficiencies which prevent him from 

ving up to the expectations of those around him. When he fails to 
Perform in the expected way, they may decide he is lazy or a coward 
not worthy of sympathy. Such judgments may lead to social rejection 
and the loss of self-esteem. On the other hand, a person with a slender 
physique may arouse sympathy and even overconcern for his health 
among his family. As a consequence, he may develop excessive concern 
for himself; or he may react against the family attitude and “harden” 

imself to prove his physiological adequacy. 

Among men, tallness and masculine build are valued. Consequently, 
> man’s attitude toward himself may be related to his physical charac- 
teristics, One study (5) has shown that height, shoulder width, and 
p umference of the biceps muscle have significant correlations with 
avorable attitudes toward these body parts. Favorable attitudes toward 
one's weight, however, are not related to actual weight. It is generally 

elieved that men also value genitals that are large and adequate in 
*ppearance, but systematic evidence on this point is not available. A 
avorable attitude toward one’s body is likely to indicate a favorable 
ime toward other aspects of the self-concept and is also slightly re- 

to feelings of personal security (12). 

i ce physical appearance favors or hinders the social acceptance of 
} men in the United States, we should expect to find it related to their 
Wn self-evaluations. Evidence supporting this expectation has been 
FAR by Rokeach (8). He showed that ratings of the beauty of 
Sanne Women have a positive correlation with their feelings of domi- 

Ce and of security. One curious feature of Rokeach’s findings is that 
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beauty ratings made by men were more closely related to dominance 
and security feelings in a woman than were ratings made by other 
women. Perhaps similarity to the masculine ideal facilitates masculine 
social acceptance, and this contributes more to feminine security than 
feminine acceptance. You should not generalize too far from these find- 
ings, however, for the correspondence between beauty and security feel- 
ings was far from perfect. Appearance is not the only personal charac- 
teristic making for a sense of security and may not even be the crucial 
one. 

Deviations from a normally proportioned physique suggest glandular 
abnormalities. For example, malfunctioning of the pituitary gland causes 
abnormalities of bony growth. One characteristic often found in such 
cases is a peculiar facial appearance due to a large jaw and pronounced 
ridge above the eyes. Obesity, too, may be the result of endocrine dis- 
turbances, although emotional factors are often more significant. Other 
deviations in physique are due to injuries and their sequelae. Thus, a 
broken nose that did not receive proper treatment may have resulted in 
an odd-looking face. 

The clinician also notes the color, texture, and firmness of the skin. 
These qualities often change because of disease, glandular disorder, Or 
malnutrition. Deficiency of vitamin B, may produce marked chapping 
of the lips, angular fissures at the corners of the mouth, and inflammation 
of the adjacent skin. Skin changes also occur in pellagra, due to a de- 
ficiency of niacin. In this disorder there will be redness or crusting of 
the skin; sometimes a thickened, inelastic skin occurs at pressure points. 
These deficiencies are only two of the many possible causes of skin 
changes; whether the clinician is familiar with skin disorders or not, he 
can at least note outstanding symptoms. A tanned skin is currently popu- 
lar, partly because of its association with those social groups that have 
a good deal of leisure. But people with status aspirations may resort to 
sun lamps! Frequently persons who are seclusive and asocial have pale 
skins. Probably they are prone to stay indoors and to avoid outdoor grouP 
recreation. 


There are three kinds of hypotheses that a clinician considers when 
thinking about deviant physical appearance: 

1. Hypotheses about the physiological origins and significance of the 
physical peculiarity 

2. Hypotheses about the kind of attitudes, motives, and behavior that 
may have produced the peculiarity 

3. Hypotheses about the effect of the peculiarity on the client and his 
social group 

When we see an obese twenty-year-old girl, for example, we may 
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wonder whether glandular trouble is an important causal factor, whether 
she has the normal dating and social pattern for this age, and whether 
she uses excessive eating to control her anxiety, A young man with 
marked development of the muscles of the arms and shoulders may make 
us note his undersized physique and speculate about his attitudes toward 
his own adequacy, his compensatory efforts at physical exercise, and the 
kind of status he has achieved among his age mates. 

As a final example of the interrelation of physical, personal, and social 
factors, consider the problems stemming from early physical maturity in 
a fourteen-year-old girl. Her adult appearance makes her a sexual ob- 
ject attractive to males a half-dozen years older. Her immature friends 
envy and resent her. Her attitudes toward herself are confused. And her 
Parents, aware of her new status, become overanxious and restrictive. 
All these are possibilities for the interviewer to explore, and he may 
think of all of them before a word has been exchanged. 

Clothing. Even more apparent than physique is dress. The clothing 

hat a person wears is always in some sense an expression of his rela- 
tionship to his social environment and of his perception of himself, True, 
his funds may place limitations on what he can buy, but there are dis- 
cernible variations in the dress of people in the same income bracket. 
Looked at from the standpoint of social psychology, clothing has a good 
deal of similarity to language.: Both are taken from the surrounding cul- 
ture and are subject to the limitations imposed by the social group. Both 
Permit individual, stylistic variations while holding the user to the com- 
mon norm. Both may convey messages, and both call attention to oneself. 

It is commonly understood that sex and status are communicated by 
clothing. Consequently, it is easy to use clothing to indicate attitudes or 
aspirations in these areas. People who hope to be identified with a social 
class they consider higher in status will adopt clothing as nearly appro- 
Hg to that class as they can. (Here you may be reminded of the 

Serness of adolescent girls to get into “glamour” clothes.) And some 

omosexuals, hoping to deny their biologically given sex, turn to dress 
*PPropriate to the opposite sex. Of course, clothing can be used to en- 
a one’s body as a sexual object; and those who fear they lack sexual 
te activeness may go to extremes in order to invite attention. We may 

Women in the middle years clinging to “youthful” dress, and perhaps 
_ lt efforts are directed as much toward reassuring themselves as toward 
pressing their peers. 
ee can be used to compensate for a number of kinds of defi- 
Oey other than low status. The simplest case of this is the woman 
ee esses to “bring out her good points.” Somewhat more compensa- 

Y is the loud or “snappy” dress of short men who are bothered by 
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their stature. The extreme of this showy clothing is found among the 
“zoot suit” crowd—adolescents in minority groups who affect exaggera- 
tions in the length, color, and cut of their clothing. 

Among young men of the professional and managerial groups cautious, 
conforming dress is often observed. They choose ties that are unobtru- 
sive in color and design. Their suits are often dark gray or blue. They 
are well aware of the “importance of making a good impression,” and a 
good impression means restraint and deference. 

What we have said so far about dress implies that the person is aware 
of customs—is in contact with his group. But what about the relatively 
unsocialized person who is indifferent to his group? There is some evi- 
dence that such people are indifferent to dress, or at least they are not 
motivated to put what knowledge they have into practice. Janney (4) 
made a study of clothing fads over a two-year period in a Middle West- 
ern college for women. He found a group of about twenty women who 
generally were behind the others in the style of their clothing, even with 
newly purchased items. Moreover, their clothing often did not fit well. 
These “obsolescent faddists” did not belong to cliques on the campus, 
had trouble finding roommates, and rarely attended teas and receptions. 
As could be expected, they had few dates. Only one of the twenty used 
cosmetics. Janney points out that their insensitivity to the campus pat- 
terns of dress matched their general lack of awareness and skill in social 
situations. Other women on the campus who showed interest in and 
awareness of dress were less solitary and more active socially. Investiga- 
tion of the intelligence, health, and financial status of these college 
ead showed that these factors did not account for their patterns of 

ress. 

Observations during psychotherapy support Janney’s findings. It is not 
uncommon to see women who are dowdy or who are given to somber 
clothing begin to attend to their appearance or to choose more colorful 
clothing as therapy progresses. This change seems to parallel changes in 
the direction of greater self-confidence and greater interest in the rela- 
tionships between themselves and others, 

The acts of choosing clothing and of putting it on are acts that center 
around one’s own body. There is, therefore, an element of self-interest 
present in such actions. Sometimes clothing reflects excessive self-interest: 
Such narcissistic patterns of dress are revealed not only by the kind of 
clothing worn, but by perfection of detail—a kind of fashion-plate qual- 
ity which is usually achieved only with considerable effort and time. It 
must take a good deal of self-love to spend hours every day attaining 
faultless dress and grooming. 

Our comments on the attitudes and motives behind patterns of dress 
are meant to suggest hypotheses to the clinician; they are not intende 
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as prefabricated interpretations to be made uncritically. In thinking 
about the significance of clothing, you should keep several cautions in 
mind. In the first place, a single interview provides only a single sample 
of the client’s dress. This sample may not be representative of his typical 
dress. Since it is fairly common for people to “dress up” for visits to 
specialists, you may be seeing only the client’s conception of “dressing 
up.” While this kind of dress may reveal something of the person’s taste 
or the importance the interview has for him, it is not a very good basis 
for understanding how the person uses clothing in establishing contact 
with his social environment. Additional interviews provide a chance to 
test hunches arising in the initial interview and to study the client’s range 
of variation in dress, 

A second limitation on inferences based on dress comes from the diff- 
culty of knowing the norms of the client and of his social group. For 
example, a counselor notes that Frank arrives for an interview wearing 
a sweater. Since most clients wear suits to their first interview, the coun- 
selor imagines that Frank did not “dress up” for his visit. On this basis, 
he guesses that the young man thinks the interview is unimportant. He 
may even find apparent confirmation of his guess when he finds that his 
client does not talk very freely. What the counselor does not know is 
that Frank actually made a special effort to “dress up.” He decided to 
Wear a new sweater—his best clothing for such special occasions. The 
counselor, however, errs by not allowing for the difference between his 
own standards of dress and those of his client. 

_ Hair Style. The arrangement of the hair seems to have a psychological 
Significance similar to that of clothing. Usually, however, hair style is not 
changed as often as clothing. Among men, particularly, one way of ar- 
ranging the hair may persist for many years. Although hair does not lend 
itself to social communication and expression of the self-concept as well 
as clothing, we may point out a few of the ways in which these two func- 
tions are carried out, An obvious lack of attention to one’s hair may 
indicate the same lack of contact with the social environment as does 
vious lack of attention to clothing. While this interpretation is prob- 
ably more true of women than of men, it sometimes applies to men, too. 

en who are very much concerned with ideas or things, but less con- 
cerned about people, may allow their hair to grow fairly long between 
Visits to the barber shop. Then, when they do get a haircut they want it 
Cut rather short. This behavior could easily stem from a pattern of values 
at relegates human interaction to a minor position. But it could be due 
scanty funds! 

A leaching or dyeing hair is often motivated by a desire for social ac- 
Ptance and admiration. This desire is heightened by dissatisfaction 
With one’s personal qualities and fear of social competition. In one case 


to 
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known to the writer, a young woman in psychotherapy spontaneously 
decided to stop bleaching her hair. Discussing this change with the 
therapist, she said that it was part of a general effort to “get honest with 
myself.” Apparently, as she began to feel that she was a worthwhile 
person, the need to make special efforts to attract others decreased. 

In some persons, high standards of personal conduct along with cau- 
tion and meticulousness will affect hair arrangement. Here we may find 
hairdos that are tight, close to the head, and firmly held in place. One 
would imagine that women who customarily arrange their hair this way 
are not likely to adopt, or even consider adopting, fads in hair style. 

The clinician should also be aware of the sexual implications of hair, 
especially among women. In United States and European culture there 
is a sharp distinction between the hair arrangements prescribed for the 
two sexes. Certain treatments of the hair thus become associated with 
femininity and may be used to express that complex of motives and 
attitudes. Rejection of the feminine role can be communicated by re- 
jecting “typical” feminine hair styles. Hair is also commonly regarded as 
enhancing the sexual attractiveness of women, and willingness to spend 
time on its care and arrangement will often reflect an acceptance of 
sexual feelings. For some women, hair may come to have a direct sym- 
bolic relationship with sexuality, so that excessive concern with its ar- 
rangement may indicate a corresponding concern with their own sexual 
feelings. Ordinarily, of course, any symbolic meaning of hair would have 
to be discovered during a detailed and prolonged study of the person. 

Problem 1. Part A. Teen-age girls sometimes try to appear “glamorous.” 
What kind of clothing and hair style could express this aim? What sig- 
nificance do such efforts have, that is, what motives are involved? 

Part B. Although urban culture in the United States includes a stand- 
ard of clean-shaven faces for men, mustaches are permissible. List three 
or four possible motives that could lead a man to wear a mustache. Are 
any of these motives not likely to be admitted by the wearer? 


OBSERVING EMOTIONAL REACTIONS 


An interview is considerably more than an 
a question-and-answer period. It is a social relationship, and, like 4 
social relationships, it is grounded in the emotional stimulation and em0- 
tional response of both participants. An interviewer who does not pus? 
the interaction in a particular direction will find that distinctive “em 
tional climates” emerge with different clients. Sometimes the whole rela- 
tionship is favored with good-humored joking, while with other clients 
the interviews are marked by tenseness or by half-concealed hostility. If 
these climates are to aid us in understanding the client, we must be ce!” 


exchange of information oF 
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tain that our own emotions have not produced them. If our own prefer- 
ences for a certain kind of emotional atmosphere dominate the interview, 
we may be able to make some inferences about ourselves but not about 
the person we are studying. 

It is easy to establish a social norm early in the interview that may 
prevent even mild forms of emotional reactions from being expressed. 
An educational counselor who tries to create an atmosphere of good- 
fellowship by taking an “I’m just a boy myself” attitude may check ex- 
pressions of serious concern on the part of his counselee. So too, the 
brisk efficiency of the “I'm all business” psychologist defines an atmos- 
phere that makes crying seem silly. On the other hand, a clinician with 
no standardized conception of the emotional climate in interviewing is 
likely to be sensitive to his client’s feeling and to permit him to define 
the emotional relationship. 

Generally, interviews begin like any other unclear social relationship. 
The client is tense, uncertain, and hesitant. He may handle this by jok- 
ing to cover his uncertainty, but more often he reveals his feelings by 
hesitant speech and rigid posture. After ten to twenty minutes, he speaks 
More easily, using colloquialisms and slang, and leaning back or slouch- 
ing in his chair. The time required for this relaxation to appear will vary 
with the interviewer's skill and, of course, with the client. After a num- 
ber of interviews with different people, a clinician will know about how 
long the average person requires to become at ease with him. Persistence 
of tenseness and discomfort beyond this period will probably indicate a 
chronically anxious person whose tension originates in sources outside 

e interview, 

Tension Indicators. As the interview progresses, some of the topics will 
Provoke anxiety, These topics interest the interviewer, because they in- 
dicate problem areas in the client’s life. Although the signs of anxiety may 
e minimal and fleeting, they show the clinician that the topic has special 
Significance for the client. It may be useful, therefore, to review common 
manifestations of tension in the interview. For the most part these signs 
arise from activity of the sympathetic nervous system. Some of them 

€pend upon glandular activity, some reflect smooth muscle changes, 
and some result from increased tension in the striped muscles. 
ne observable product of glandular activity is tears, It is not neces- 
Sary for the client to weep, however, in order for the clinician to observe 
increased tear production, When the eyes glisten more brightly at some 
Points in the discussion than at others, it is safe to assume that a change 
in tear-gland activity is responsible. The drainage of excess tears into the 
sine Passages starts some persons dabbing at their noses with a hand- 
cant or sniffing frequently. It hardly needs to be added that these 
lcators cannot be used when the client has a cold. 
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Perspiration is another common sign of emotional arousal and a) be 
observed directly on the forehead. Palmar sweating is more difficult to 
observe and is usually discovered when shaking hands with the client at 
the end of the interview. But sometimes it can be noted when clients 
wipe their hands on handkerchiefs or clothing. 2 

Salivary secretion ordinarily decreases in fear and anxiety, and this 
results in drying the mouth and lips. Under these conditions the inter- 
viewer will note frequent moistening of the lips or requests for a drink 
of water. While other glandular changes occur during emotional arousal, 
those we have mentioned are the ones most often seen in interviews. 

Changes in smooth muscle taking place during emotion are difficult 
to observe. Perhaps the most pronounced effects are the blushing or pal- 
ing of the face due to dilation or constriction of blood vessels. Increased 
size of the pupils may also occur in anxiety, although it is not easy to see. 

Increased tension in the striped muscles provides a number of obvious 
indicators. There is the fine rapid tremor of the fingers and of the lips 
against a background of tense, vigilant posture. And you are already 
familiar with restlessness, frequent shifts in position, and drumming oF 
tapping with feet or fingers. Rapid respiration also often occurs, The 
pitch of the voice may rise. The anxious client may literally sit on the 
edge of his chair throughout the entire interview. The generally high 
level of muscle tension facilitates startle responses, and the sudden slam 
of a door or sound of an auto horn may make him jump. Some people 
discharge muscle tension by way of fairly well-organized actions such as 
laughing, smoking, pacing, or doodling with a pencil. The frequency and 
intensity of these actions betray the general tension motivating them. 

On the other hand, some people react to anxiety by adopting an air of 
calmness and deliberateness. They will sit quietly, speak slowly, gesture 
very little, and take on a formal manner. Superficially they appear un- 
disturbed, but it is often possible to show that they are in a state of 
heightened muscular tension. They can be distinguished from people 
who are genuinely relaxed by the fact that their behavior is more ex- 
treme and inflexible. The person who is really at ease smiles more spon- 
taneously and changes positions more frequently than the tensely con- 
trolled person. 

Mood. It is easy to see that interviewees differ from one another in 
the general mood they display during the conversation, Some will appe2™ 
optimistic and cheerful, while others will be sober and pessimistic. De- 
spite these differences, however, the normal person will be able to follow 
the changing emotional qualities of the discussion. If you watch the 
facial expression of a person during conversation, you will see that he 
responds continuously to the flow of topics. He nods agreement, shakes 
his head with disbelief, frowns as he considers a point, smiles at some 
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bit of humor. Even the optimist will look serious for a moment when 
some distressing experience or problem enters the talk. We are so ac- 
customed to these conversational accompaniments that we rarely attend 
to them explicitly. Yet they impart warmth and feeling to speech, and 
they show the attentiveness of the other person. You can sensitize your- 
self to the quantity and communicative value of these actions by watch- 
ing people talking on a television screen when you have turned off the 
sound, 

In serious disorders of behavior this flexibility of emotional responsive- 
ness is often missing. In depressed conditions, for instance, patients talk 
slowly, almost inaudibly, and sadly about every topic. Facial expression 
is constantly perplexed or blank, and the posture conveys the impression 
of Sagging, inert muscles. An effort to inject humor into the conversation 
meets only a questioning look. This same inflexibility of mood occurs in 
the pathologically elated person, who is unable to restrain his buoyancy 
long enough to consider a pressing problem. Boastful statements and 
grandiose plans will be loudly voiced, often with a good deal of gesticu- 
lation, Among the schizophrenic reactions, inappropriate mood and emo- 
tional responsiveness are often seen. Here, you will sometimes notice 
Silly smiles that have no relationship to the conversation. Or the patient 


may take a matter-of-fact tone while discussing some frightening experi- 
ence, 


OBSERVING SPEECH 


Of all the behavior observed in interviewing, linguistic behavior is 
Probably the most adequately sampled. We have pointed out that only 
limited samples of dress and of emotional reactions are available in a 
Single interview, but an hour’s discussion permits fairly adequate op- 
Portunities for judgments of speech. And since talking is intimately 
inked with thinking, we can often arrive at some conclusions about the 
Way the client thinks. 

Peaking requires fine motor coordinations. The ability to produce ade- 
quate speech rests on the soundness of the organs involved in talking, 
including the central nervous system, and on the general state of the 
Organism, Extreme fatigue, drowsiness, Or emotional arousal produce 

efective enunciation, misuse of words, and inability to organize and 
velop ideas, Drugs "and alcohol have similar effects. The physiological 
State of the individual also affects the selective process required in speak- 
me. To communicate coherently, the speaker must inhibit tendencies to 


about irrelevant material such as his own marginal associations and 


Private py : is inhibition to operate smoothly, the 
Preoccupations. For this inhibi Pp F ? 
Speaker needs pa be adequately motivated and to have available the 
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energy required. When these conditions are not met, as is often the case 
in fatigue, illness, and senility, speech may be rambling, repetitive, and 
irrelevant. ` 

Language is a highly standardized form of social behavior, and its 
effectiveness as communication demands observing commonly recog- 
nized conventions and rules. Obviously, then, the conditions under which 
the learning occurred will determine the more formal aspects of speaking. 
Some persons grow up in families that provide good “speech models 
and value proper grammar and a large vocabulary. Others are exposed 
to barren speech environments where attention is paid only to the most 
elementary conventions of expression. Formal education, of course, can 
equalize opportunities for language learning and’may even help estab- 
lish correct speech as valuable. Grammatical speech, a large vocabulary, 
and a modulated voice are also status indicators, and they may be de- 
liberately cultivated by persons with status ambitions. 

Even within the framework of speech conventions, however, there is 
ample room for variation in the style of expression. Thus Sanford (10) 
was able to show that one of his subjects used many complex sentences, 
parenthetical clauses, and long sentences, This subject rephrased his 
thoughts frequently and was explicit and explanatory about his meaning: 
Sanford describes his style as complex, perseverative, thorough, and 
cautious. Another subject’s style could be characterized as colorful, em- 
phatic, direct, and active. Although we are not told how these styles 
were related to other personality characteristics of the subjects, we may 
be sure that they were related, Speech is not only a way of telling things 
to others; it is a way of establishing emotional relationships. And we may 
whine, assert, or soothe with our voices, depending upon who we think 
we are and how we perceive our personal relationships. 

Pathological Speech. Striking deviations from the normal way of 
speaking are always significant and immediately suggest that the speaker 
is disturbed in nonlinguistic activities. Sometimes the deviation is largely 
a matter of enunciation or articulation, Sometimes the content of the 
stream of talk is unusual although the production of the words is satis- 
factory. The most commonly observed abnormality in the former cate- 
gory is stuttering. The importance of neurological factors in causing 
stuttering has not been clearly demonstrated, but there is considerable 
evidence that stutterers often have emotional problems. Even on the 
assumption that emotional problems do not cause stuttering, the defect 
itself could easily produce social and emotional difficulties, The stutterer 
is handicapped in ordinary social interactions and is often marked for 
pity or ridicule. Consequently the clinician will be alert to see how the 
defect has affected the self-concept and the social relationships of the 
patient. Some evidence indicates that investigation of the family back- 
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ground will be rewarding also. Wood (15) obtained evidence that the 
parents of children with defective speech tended to be emotionally mal- 
adjusted. Since her sample did not include cases in which the defect was 
due to organic factors or to low intelligence, we may assume that the 
maladjustment of the parents was somehow instrumental in the acquisi- 
tion of the speech handicap. Rotter’s (9) view is more specific as to the 
nature of the parent-child relationship. Intensive study of stutterers leads 
him to believe that pampering, with consequent emotional dependence, 
will be regularly found in their background. 

Lisping is a speech defect which is confined largely to the incorrect 
production of the sounds s, z, and sh. It may be due to structural defects 
of the tongue, teeth, jaw, and palatal arch or to faulty speech habits. If 
the structures involved in speaking are normal, there is a possibility that 
the lisping may be part of a neurotic pattern (11). In studying a child 
who lisped the clinician would probably want to determine whether or 
not the speech defect was connected with an attempt to cling to an 
infantile status, 

Another defect which is easily noted in an interview is slurred speech. 
It consists of omitting or slurring over consonant sounds such as s, ¢, 1, 
and r, giving the speech a “thick” quality. For many years, the test 
Phrases “truly rural” and “Methodist Episcopal” have been used to 

€monstrate the presence of this defect. Slurred speech is caused by the 
Speaker’s inability to make the fine muscular movements required in 
clear enunciation, The most common condition in which slurring is 
Noticed is paresis, where syphilis has interfered with the normal func- 
tioning of the cerebral cortex. Sometimes this defect is the result of a 
cerebral tumor, While other symptoms will usually be found along with 
slurred Speech, its presence is enough to indicate the need for a neuro- 
gical examination, 

Brain damage may result in aphasic conditions which interfere with 
Speech, Sometimes the patient has great difficulty in finding the correct 
Word to use in a sentence. Often there is an inability to name simple 
objects, In some cases parts of words may be interchanged, or words 
may be spoken in the wrong order so that speech is meaningless. Occa- 
Stonally an aphasic will choose words that are related to those he would 

e to use, but they convey quite a different meaning. For example, the 
Patient may say, “I went to the cellar yesterday, meaning that he went 
‘Ownstairs this ‘morning, The location word refers to “below” and the 

e is ast, but ordinary precision is lost. In other kinds 
of aphasia, speech may nat be disturbed, but defects will appear in read- 
ng, Writing, or comprehension of spoken language. Neurological ex- 
amination and special psychological testing methods are required for the 


Satisfactory study of the aphasic patient. 


expressed as p: 
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Severe disturbances in the content of speech are often found in psy- 
chotic conditions and will be apparent even to an untrained observer. 
Jumbled, senseless speech (word salad) or bizarre topics characterize 
the talk of some schizophrenics. Rapid shifts in topic, rhyming associa- 
tions, and frequent punning on single words are found in manic patients. 
Senile patients may go into endless explanatory detail while still holding 
to the central point of their story (circumstantial speech), or they may 
ramble from detail to detail without any continuity. Their difficulties in 
remembering what has been said may lead to repetition of stories or 
questions that they used only a short time before. 

Speech Style and Personality. Even in the absence of obvious pathol- 
ogy, speech and personality are related. The investigations of Allport 
and Cantril (1) and of Wolff (16) show that voices can be matched with 
personality sketches better than would be expected on a chance basis. 
Moore (6) found that students with breathy voices tended to score 
toward the introvertive, submissive, and neurotic ends of the Bernreuter 
scales, But these investigations are concerned with only limited aspects 
of speaking. In interviewing, the clinician is able to react to the whole 
flavor of the client’s talk, noting word choice, pauses, mispronunciations, 
emphasis, and sequence of topics as well as voice quality. While there 
is still much to be learned about the precise connection between speech 
style and other personal characteristics, it is worth while to point out 
some possible relationships. 

One promising lead can be found in the work of Balken and Masser- 
man (2), They analyzed the language used by patients in telling stories 
about the Thematic Apperception Test pictures. The patients were all 
neurotic and could be classified as cases of conversion hysteria, anxiety 
state, or obsessive-compulsive neurosis. Analysis of the language used in 
telling the stories showed that the hysterics did not often qualify theit 
statements by indicating some limitation or reservation. But qualification 
was frequent among the obsessive-compulsive group. The hysterics used 
many more expressions indicating certainty (“sure,” “no question”) than 
expressions of uncertainty (“don’t know,” “afraid to say”). This relation- 
ship was reversed for the obsessives. Anxiety cases showed more vague- 
ness and hesitation in their language than either of the other two groups: 
These findings seem to fit the known personality characteristics of thes¢ 
neurotic types and express the adjustive mechanisms commonly found in 
each one. The promising lead that Balken and Masserman give us is that 
speech style may be partly the result of the individual’s efforts to cop® 
with anxiety. While this interpretation of their findings is incomplete, 
let us see how it can illuminate some of the forms of speech observed 
in the interview. 


Occasionally you will see a person who continually engages in justifica- 
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tion and explanation. If he arrives a few minutes late for the interview, 
he goes into detail explaining just how it happened and ends with pro- 
fuse apologies. If he knocks over an ashtray, he tells how clumsy he is, 
how he wishes he were more graceful, and how sorry he is to have caused 
this inconvenience. It seems that he is unable to say simply, “I’m sorry,” 
and do what he can to remedy the mistake. If we assume that this person 
is anxious about his acceptance by others and has learned to decrease 
this anxiety by explanation and self-abasement, the meaning of his speech 
style becomes clearer. If we find also that he is vague in his descriptions 
of unpleasant social situations, we may infer that he hesitates to criticize 
other people. His vagueness avoids the risk of endangering his accept- 
ability by open criticism. At the same time he conforms to the demands 
of the interview situation by saying something. 

Some people weave their excuses into nearly every sentence. They 
condemn themselves for their remarks and so appear deferential and 
humble. They say: “I’m probably wrong, but I think Jones will lose.” 
Or, “I shouldn’t say this, but Emma is really too fat.” Or, “This sounds 
stupid, but who is Bartok?” The beginning clauses here are efforts to 
forestall criticism. But why does the speaker continually assume he will 
be attacked? Is it that he is frightened? Or could it be that he makes 

arsh judgments about other people’s remarks? Of course, people who 
habitually use these expressions are only dimly aware of them and do not 
really take them seriously. Imagine what would happen if you agreed 
with someone who says, “I suppose Tm being silly, but. . . | 

Other people say very little, seem to swallow their words, and hardly 
Move their lips enough for clear enunciation. The interviewer gets the 
impression that their speech is like an object that they are unwilling to 
Project into their environment. Is this withdrawal of language an anxiety- 
control device comparable to the physical withdrawal of sitting in a 
Comer? It often seems so. Withdrawal of speech is withdrawal of the 
Person from the risks of social involvement. 

Then there are the pedantic speakers, addicted to bookish phrases and 
big words. They do not go to the store to “buy a few things.” They go to 
Purchase several articles.” They do not “talk with friends.” They “con- 
Verse with acquaintances.” Can this style of speaking control anxiety? 

s, if the person feels that certain kinds of intellectual achievements 
Confer status or acceptance. This need for intellectual status to get a 
Sense of Personal worth is particularly evident when the “bookish” lan- 
Suage is studded with words that are incorrectly used or pronounced. 

ere we may infer a lack of either training or capacity to sustain the 
erudite level of speech consistently. For other people, this style of speak- 
Mg serves as a kind of restraint on impulsive reactions. They keep their 

“tance from others and refrain from emotional involvement by using a 
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formal, intellectual speech even when informality and colloquialisms 
would be more appropriate. Then, too, formality can be hostile, a rebuke 
to those who are acting “immature.” 

Narcissistic speakers insert feeling and preference reactions throughout 
their talk. Almost any topic offers them a chance to express their own 
appetites and aversions; and these feeling reactions are conveyed by 
means of superlatives and extreme figures of speech. Thus we may hear, 
“I had the most glorious time,” with the “glo” heavily stressed. Or, “I 
was simply devastated when I realized what a frightful mistake it was.” 
Dramatic speech of this kind suggests that the speaker needs to hold the 
center of attention and also that the value of external events depends 
upon how they affect him. It is one more way of controlling anxiety due 
to an assumed lack of acceptance by others. In this instance, however; 
the person demands that acceptance be shown by continuous attention. 

Consistency of Personal Style. We have presented sketches of defer- 
ential, withdrawn, pedantic, and self-centered ways of talking, Can we 
say that these qualities of the stream of speech will consistently reflect 
the same qualities in the person being studied? At first glance, it appears 
that the answer is yes. Certainly it is hard to imagine that a woman 
using a dramatic speech style would also dress in sober, ill-fitting clothes 
and stay on the fringes of a party. But although she is hard to imagine, 
it is not impossible for her to exist. The point here is that we ought not 
to expect complete consistency, or what seems consistency to us, in every 
person. 

Some of the consistency in the behavior of the individual must come 
from the unification of various kinds of behavior by social norms. Im- 
plicit social agreement defines what behavior shall be called deferential, 
intellectual, or religious. As a person comes to value and to use these 
characteristics, he develops a consistency in accord with the definition 
he was exposed to. But these definitions vary from group to group, 5° 
that different people eventually perceive different things as being defer- 
ential or as holding the center of the stage. Two people, for instance, 
may both try to express their superiority to others in a discussion group. 
The one does it by talking down all who disagree with him. The other 
does it by keeping an air of chill reserve, 

While adolescent and adult contacts influence the definitions of social 
characteristics, the initial consistency depends on the way a family labels 
various actions. For example, consider a person who ites “being reli- 
gious.” If his family excluded gambling from their definition of irreligious 
acts, this person feels no inconsistency in the fact that he both gambles 
and prays. But an observer who sees gambling as irreligious H regar 
this person as inconsistent. This example could be paralleled by illus- 
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trations of aggressive, affiliative, or masculine behavior that appear in- 
consistent. 

Of course, other factors besides the social norms determine the con- 
sistency of personal style. Consistency is probably affected by generaliza- 
tion of learning, economy of effort, the limitations of individual capacity, 
and the rewards offered by various styles. Then, too, we should not forget 
that different ways of expressing ourselves may be psychologically equiv- 
alent to one other. One device for controlling anxiety may be good 
enough to make another unnecessary. For example, a woman who con- 
trols her status anxiety by dramatic clothing may not need to develop 
dramatic speech. In that case, we would not find the superficial con- 
Sistency we hope to find. 

The practical implications of our discussion for the clinician are evi- 
dent. Realizing that consistency and unity of personal expression may 

© present without being obvious, he tries to be alert to them. But he 

nows, too, that he should not assume consistency too quickly, He must 
test his hunches as he investigates the specific conditions in his client's 
life. He will seek the consistencies that were defined by the conditions 
of the client’s social living, not consistencies as he thinks they ought to 
be. Approaching the data this way, the clinician is not likely to depend 
On pat formulas such as “people who talk too much are showing their 

Ostility toward others.” Rather, he will recognize that this may be true 
for some persons; but he will wonder, too, whether overtalking may not 

© a misguided effort to pacify others, to avoid self-insight, to drain off 
tension, oy even all of these at once. 


ILLUSTRATIVE REPORTS 


_ Part of the clinician’s notes consists of statements about his observa- 
Hons. Often these notes are made part of the final report, since they are 
Useful in supporting his conclusions. Sometimes these observations dis- 
Close the same trends that the clinician infers from his test results or from 

e client’s story. At other times, they help him to interpret his test results 
More accurately, In order to show you how observations may be sum- 
a ase oe elon (8) die a nineteen year o 

Case of Neurosis. Chalfen (3) studied a nineteen-year-old youth 

; © complained of being depressed and lonely. Before discussing the 
est Performance of this young man, Chalfen describes his behavior: “The 
Patient’s anxi ety and tension were obvious and pervaded all areas of 
adaptation, His movements were jerky and overly intense; this resulted 
m cards being bent and lines being drawn so forcibly that pencils were 
Token, He perspired visibly and spoke very rapidly. On occasion he 
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would be unable to recall simple words or to pronounce them. Task 
instructions were anticipated in his eagerness to avoid the distress of 
awaiting the unknown. Directions had to be specific in order to be mean- 
ingful to him” (3, p. 24). Notice that the last three sentences suggest that 
something more than anxiety is present. Actually, other findings from the 
study of this individual strongly suggested the possibility of brain dam- 
age. Whether or not the possibility would be confirmed by neurological 
examination, it is clear that his performance is easily disorganized. 
Alcoholism. A fifty-five-year-old woman was hospitalized because of 
periodic alcoholism. Zeichner (17) reports these observations: “The pa- 
tient was very talkative and generally hyperactive. She was consistently 
exclaiming about one thing or another in a somewhat histrionic fashion. 
In describing certain events, she acted them out rather than narrated 
them. She revealed a lack of self-confidence and made highly self- 
critical comments. . . . On several occasions, where she encountered 
difficulty with a task, she complained of physical discomfort and head- 
ache” (17, p. 52). The immaturity and self-concern indicated in this 
description were also reflected in her performance on psychological tests. 
Schizophrenia. A twenty-six-year-old woman suffered from delusions 


and hallucinations. Her behavior during psychological study is reported 
by Wexler (14): ái : ý : 


Initially, the patient was very shy and there was little spontaneous speech. 
Her voice was very low, frequently trailing off into an inaudible whisper. 
This was evident particularly when she had to express any kind of aggression 
such as the refusal to continue considering a Rorschach response. As she 
became somewhat more familiar with the testing situation, she displayed 
less tension and verbalized with greater freedom. The challenging character 
of the tests was reflected in such defensive remarks as “this is silly” or “you 
need lots of imagination to do this.” . . . Occasionally her eyelids would flut- 
ter rapidly and the eyeballs would roll back suggesting that she was losing 
contact with the immediate situation. On the whole, the patient was pleasant, 
cooperative, relatively trustful, and accepted the testing procedure as a means 
of helping her (14, p. 18). 

In this description, you should note how Wexler has told of the changes 
that took place during the session and how he points out the specific 
condition that seemed related to her inaudible speech. 

An Engineering Student. Our last sample is taken from a report of the 
case of Earnst, who was one of a group of subjects studied for research 
purposes. Earnst was twenty-four, a tall, thin young man who had 
grown up in the rural Middle West. Although considerable information 
is given about him in the original report (7), our interest here is confined 
to the observations made by Eleanor C. Jones during informal conversa- 
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tions. This report differs from our previous examples in its subtlety and 
its more general scope. She writes: 


The air of dogged patience, of tolerant resignation to an economic and emo- 
tional incubus, the overwhelming periodic fatigues, and the detached imper- 
sonality which at first appear to characterize the general behavior of Earnst 
are more than a little deceptive. Contrasting with these signs of an overbur- 
dened debility, one comes to discover a firmness . . . and an understated, 
intermittent, but accurate satire, delivered in a subtle mimicry, a few suff- 
cient words or tones—his head resting . . . back against a chair, and just a 
flicker in his face, as if peace were coming at last in this belated aggression. 
And in spite of his desperate poverty he exhibits signs of elegance—in two 
Tings, a striped silk muffler folded about his shoulders, the handkerchief ar- 
ranged with careful negligence, and in his gray spats which, one feels, may 
Serve a triple purpose of adornment, warmth, and a conceivable lack of socks. 
` + + As he sits with hunched-up shoulders, elevating himself on the toes of 
his sideways-twisted feet, making scrupulous, tired marks . . . one is further 
Struck by the sudden passionate gesture of his hand to his head, a gesture 
which starts to be extravagantly expressive but is abruptly checked perhaps 
through definite control, perhaps through a compulsive regard for the ar- 
rangement of his hair. For in his use of the phrase: “I can be quite top, if 

ave to,” one feels an evidence of compensation in his luxuriant, deeply 
wavy, always carefully washed and brushed black hair. He never wears a 
hat (7, p. 645). 

, Tt is worth adding that this report, based on observations in a permis- 
sive situation, does net show the aggressiveness and negativism found in 
atnst’s behavior at other times. , 
Problem 2, The following dialogue is part of an interview between a 
Physician and a man about fifty years old: 
* How old are you? 
* Well, I don’t know. 
at year is this? 
: Is this 1017? I was born October 12, 1874, one Wednesday afternoon at 
Seed P.M. My father and mother kept it in a book. 

at year is thi 
: Is i er ae want to tell you a lie, but I think it is 1923. If that 

1S Wrong you can keep it a secret. If it is unsatisfactory for many to know, 
why, you are my boss. Is this rheumatism I have, Doctor? I guess it is 
wee reble to me to smoke, isn’t it? 

‘at month is thi: 

I don’t know. po write. The month of the year is nothing. All I pray 
to God is to get well. If God gives me back my normal mind and strength, 
well and good. If he sees fit to take it away, well and good. I was born 
October 21, 1874, What this is, I don’t know. What if I say this is 1926? 


Or 1924? (13, p. 244). 
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The correct answer to the physician’s question about the date was 1923. 
It is clear that the patient is disoriented for time, but there are additional 
questions to be asked about his speech. 

1. Why should the patient tell the date of his birth in answer to a 
question about the year? 

2. What could be the reason for the excessive detail in his statement 
about his birth? 

8. How would you describe the way this patient tries to create a fa- 
vorable impression on the physician? 

4, What kind of disorder is suggested by this speech sample? 

Problem 8. The two speech samples given below were transcribed 
from recordings of actual interviews. One of the interviews was with a 
person who was excessively meticulous, cautious, and emotionally distant 
from others. The other interview was with a person who suffered from 


a phobia, worried a good deal, and was concerned about feelings of 
hostility. 


Harotp: Somehow or other I have the feeling though that I could definitely 
forward by my efforts in this one thing, this thing of school, and show 
to my satisfaction through the usual methods you employ, tests and 
so forth, that I’m doing the work. . . . I have a feeling that a lot 
of these problems would, well, not disappear, but the association 0 


similar situations in school and daily life would probably resolve 
themselves. 


Many [discussing her son]: He’s been very, very much afraid of children ever 
since that. . . . Because before he wasn’t like that. He made friends 
easily, and he was just perfectly normal, but he isn’t now, he’s afraid 
of a lot of things. All the kids out there are learning to swim this summer. 
There’s a woman out there who teaches them, and he won't. He’s scared 
to death to do it. And I feel awfully bad about it because he’s a boy: 
I think boys should do these things even more than girls. But you can't 


hurry a thing like that either. I might just as well wait until he feels 
he wants to do it. 


1. Which person shows the tendency to qualify and revise statements? 

2. Which person is the one who is compulsive and emotionally distant 
from others? What is the basis for your answer? 

3. Which person made the following statement? Explain your choice. 
“I saw Henry the Fifth. I saw it twice. I saw it last year when it was 
here, and I saw it this year. I cannot tell you why, but I think it’s the 
greatest motion picture I’ve seen since the war was over. I don’t know 
why. I've tried to analyze why—I don’t know why... . And I don't 
understand why I became so excited at some of the events that occurred 


there.” 


D m 
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CHAPTER 6 


Interviewing: The Report 


In the last chapter we pointed out that some inferences about a person 
can be made from observations during the interview. But we were also 
reminded that the sample of behavior that the clinician sees is limited 
and may not be representative of the client’s activity in daily living. If we 
could extend the observations to include larger segments of his life, we 
should have more reliable grounds for making inferences. If we could 
observe a client at home, at work, and at play, as he is succeeding and 
failing, planning and reminiscing, we could understand him better. If, in 
addition, we could have seen him growing, learning his social roles, 
acquiring his fears, attitudes, and values, we should feel more confident 
of our understanding. Such extended observation is rarely possible eve? 
for research programs, and it is certainly impossible for the clinician. 

As a substitute for extended direct observation, we resort to reports 
about the client’s daily living and the circumstances of his growth and 
learning. These reports are given by the client himself during the inter- 
view. True, reports are sometimes available from other sources: par- 
ents, school records, medical files, and the records of various social 
agencies. Information from these sources is likely to prove valuable even 
though it is sometimes meager. The time and cost required to obtain 
records, however, must always be weighed against their probable con- 
tribution to settling the issue at hand. In hiring a sales manager, for 
example, we may not wish to obtain a complete record of the applicant's 
marks in school, but we may be extremely interested in the way ê 
former employer judged his performance. When people are chosen for 
military positions of great responsibility, extensive investigation of their 
reputations and behavior is undertaken. The consequences of a wrong 
choice for these jobs are so serious that candidates’ reports must be 
verified. In the great majority of cases dealt with in social agencies and in 
educational and vocational guidance, however, the client’s report is the 
main source of information. 

To say that information given in the interview is a substitute for €% 
tensive direct observation does not mean that it is an entirely satisfactory 
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substitute. The client’s report may be deliberately falsified or uninten- 
tionally distorted. Some people can give clearer and more detailed re- 
ports than others, perhaps because of their intelligence, their verbal 
facility, or their training. But this unsatisfactory substitute is better than 
nothing, better than relying wholly upon our interpretation of the limited 
behavior sample available to us from observing the client. In most cases, 
what the client tells us about his history is probably closer to the truth 
than a history we could construct from our limited observations. Actually, 
of course, clinicians do not rely completely on the reported history or 
on their own conjectures. The report of the person under study is sifted 
and evaluated in the light of what the clinician knows about people, and 
all the information about the client is used as a background for inter- 
Preting specific parts of the report. 


AREAS DISCUSSED IN THE INTERVIEW 


What kinds of things does a clinician want to know about a client? 
How does he determine what information is likely to be most useful in 
Predicting future behavior? The answer to these questions depends in 
Part, of course, on what is to be predicted. If we are interested in whether 
* man will be a good auto mechanic, it is obvious that his experience 
Re training in this work are more significant than the character of his 
religious training. But if we wish to know whether he will come to work 
regularly, we should want to know about his health, his ethical standards, 
and his regularity on past jobs. If we are interested in the further ques- 
tion of his ability to get along with his boss and fellow workers, we need 
E now about his attitudes toward people and his skill in interpersonal 

ations, Most of the predictions that interest clinicians concern broad 
Patterns of behavior rather than specific skills or knowledge. Conse- 
dently they need information about the client’s behavior in many areas 
of living, 
mp Wever, in order to answer the questions asked at the beginning of 

S section, we need to inspect more closely the kind of descriptive for- 
$ “ation a clinician makes about the persons he studies. What he actually 

trives s about the capacities, motives, attitudes, 


he person under study. ‘All these characteristics are inferred 


person at the time 


ispositions or tendencies to reac 
> and they are presumed to be fairly 
a, 4). Now, theoretically, it shoul 
Escri tions without reference to the pas 

Ptions, and experiments, the existence an 


permanent rather than tem- 
d be possible to infer these 
t. By means of tests, self- 
d intensity of the various 
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dispositions could be determined. This task has been undertaken, in fact, 
for a few characteristics, such as attitudes and some personality traits. 
But we do not have means for measuring many important dispositional 
variables. Moreover, even if the means were available, the results would 
not tell us how these dispositions affect overt behavior. 

The other way to arrive at inferences about the strength of present mo- 
tives, traits, and attitudes is to study the personal history of the client. 
Clinicians believe that if they know the kinds of situations faced by the 
developing person and how he reacted to them, they can infer the pres- 
ence of certain dispositional variables. On the basis of theory and em- 
pirical findings, we think that certain kinds of experiences lead to certain 
kinds of outcomes. Knowing the treatment of the child, we assume a cer- 
tain outcome, unless there is strong evidence to the contrary. 

An example may clarify the kind of inference we are discussing. A 
man reports that his father treated him harshly in childhood and gives 
a few examples. The clinician assumes that the harsh treatment had the 
common result: hostility toward the father. But the man tells the clinician 
at another point in the interview that he admires his father and that there 
is no conflict between them. The clinician now has at least three possible 
inferences to choose among: 

1. The report that the father was harsh is false. 

2. The father was harsh and the hostility is present but unrecognized. 

8. The father was harsh at one time, but his behavior has since 
changed enough to minimize the son’s hostility. 

Further discussion produces two more bits of information: The father 
is often sarcastic toward his son; and the son is easily irritated by his 
male supervisor at work. The first fact decreases the probability that 3 
is true. The second fact increases the probability of 2, since the clinician 
is familiar with the phenomenon of displaced hostility. Both facts dimin- 
ish the probability of 1. The clinician could test the assumption of re- 
pressed hostility by finding other instances of undue irritation in the 
presence of male authority, and by finding that the conditions for re- 
pressing hostility (i.e., anxiety) toward the father had been fulfilled. 

Significant Areas of Inquiry. We may now rephrase the question that 
we are trying to answer: “What kinds of information will enable us to 
determine the important dispositional variables in this personality?” The 
answer to the question is that the clinician tries to obtain information 
about the important determinants of acquired motives, attitudes, and 
traits. These determinants consist of the requirements and conditions of 
early family living, experiences with age-mates, the nature of the school 
group, and special events of a traumatic or rewarding character. In addi- 
tion to the information about the conditions of learning, clinicians infer 
what attitudes and traits have actually been learned by finding out how 
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the client reacted to certain common problems in living. Thus, the clini- 
cian would be interested in symptoms of emotional conflict at various 
ages, in the job history, and in the quality of the client’s social relation- 
ships. 

Most published outlines for case histories include material of the sort 
we have just mentioned. Let us systematize the desired information a 
little by listing some of the areas of inquiry: 

A. Family Life and Relationships. What were the dominant values and 
concerns of the family? How calm or agitated were the lives of the 
family? How did the parents feel about each other? What actions were 
punished? Which were rewarded? How did the parents regard and treat 
the client? Who visited the family? Whom did the family visit? How 
many children were there in the family? How did they feel about each 
other? How did the family change with the years? What was the financial 
status of the family? Were the parents gaining or losing status? What 
were the outstanding traits of the parents? How does the client feel about 
the family now? 

B. Illness and Accident History. What kinds of illness did the client 
have? Was he frequently sick? How did the family react to his illness 
and to the illness of others? Was mother excessively cautious about 
health, always anticipating serious consequences? Were parents scornful 
of any physical disability? Did any illness result in lengthy separation 
of family and client? Were others in the family often ill? Is there a history 
of minor but recurrent illness appearing at certain times of the year or 
around times of emotional stress? 

Does the client have a history of repeated accidents? What parts of the 

ody were injured? Were there similarities in the circumstances of the 
accidents? What are the client’s attitudes toward his accidents—does he 
think of them as punishments, as due to the hostility or the neglect of 
others, or as due to his own shortcomings? Was he a daredevil? 

C. School Career. What kinds of schools did the client attend? For 
how long? What kinds of academic failures and successes occurred? 
What were the preferred and disliked areas of study? What were the 
parental attitudes toward school? What level of school achievement was 
reached by others in the family? What kinds of relationships did the 
client establish with his teachers? What qualities did he value in his 
teachers? What kinds of sports, clubs, and other extracurricular activities 
did he enjoy? Were there any periods of unusually poor or unusually 
excellent academic performance? How satisfied is the client with his 
education? 

D. Relationships With Peers. Did the client have ample opportunity 
for social interaction with other children? Was he often rejected? Was 
he popular? What kinds of relationships does he establish—bully, 
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hanger-on, detached observer, intellectual leader, etc.? What is his con- 
ception of a close friend? What does he value in friends? What kinds of 
people become his friends—intellectuals, religiously oriented, social mis- 
fits, handicapped and underprivileged, rebels, thrill-seekers, party-goers, 
or just people who live nearby? Have the patterns of his social relation- 
ships and values undergone any marked changes during growth? 

E. Sexual Development. What were his sources of sexual information? 
How adequate were they? What does the client think his parents’ atti- 
tudes were? What early sexual experiences did the client have? How did 
he feel about his sexual development at puberty? What kinds of adoles- 
cent sexual exploration occurred? Was there overconcern about mastur- 
bation, about sexual adequacy? In the case of female clients, what 
menstrual difficulties do they have? Was there concern over early or 
retarded onset of menstruation? Did they choose any particular sorts of 
people or circumstances in sexual relationships? Is there a history of im- 
potence or frigidity? How satisfying are adult sexual relationships? What 
is the client’s conception of the masculine role? Of the feminine role? Do 
his role conceptions seem to come completely from his parents, or have 
they been modified by his contacts with other people? 

These five areas of inquiry will be touched in nearly every intensive 
interview. The questions under each heading are not intended as ques- 
tions for the interviewer to ask the client; rather they are questions the 
interviewer should ask himself. Perhaps they can serve to enlarge the 
scope of your thinking about each area and stimulate further questions 
of your own, 

The areas of inquiry that we have mentioned form only part of the 
information sought by the clinician. We have deliberately left the outline 
unfinished in order for you to create some ideas of your own in this next 
problem: 

Problem 1. Four more general topics of interest to the interviewer are 


listed below. For each one of these, write eight or ten questions which the 


clinician should consider as he thinks about the lives of the persons he 
studies. 


F. Vocational Interests and Occu 

G. Ethical and Religious Beliefs, 

H. History of Emotional Conflicts and Symptoms. 

I. Conception of Self. 

If you were to add one more general area of inquiry in addition to the 
topics already listed, what would you call it and what would it include? 


pational History. 


Interviewing: The Report 141 


CONDUCTING THE INTERVIEW 


The technique of interviewing is determined by the goal of the inter- 
view: to obtain as much relevant information as is possible within the 
allotted time. Unfortunately, the diagnostic interview has not been stud- 
ied enough to give us assurance about the best methods for reaching this 
goal. A good deal of the research on techniques in therapeutic counsel- 
ing has some bearing on this problem, however, and we shall draw upon 
that material for some suggestions. 

In general psychological terms we can describe the task of conducting 
an interview as that of arousing motives to talk about significant data and 
decreasing motives to withhold them. The catch is that the clinician does 
not know what the significant data are, except in a very general way. 
And the client, who could give the information, probably does not see its 
clinical significance. One way in which specialists try to overcome these 
difficulties is to question the client minutely about all the areas where sig- 
nificant information is likely to be found. That is, they have used the 
“thorough search” method. 

Now, while detailed questioning according to a prearranged scheme 
can be justified on logical grounds, it has undesirable effects on the mo- 
tives to give or withhold data. For one thing, it can easily lead the client 
to assume that the clinician is going to ask questions about everything 
he wants to know. If, then, some point is not brought up by the clinician, 
the client is not motivated to call attention to it. It is not uncommon, 
therefore, for a client to mention a symptom or an interesting biographi- 
cal detail only after seeing several specialists. When asked to explain why 
he had not discussed it earlier, he replies, “Nobody asked me any ques- 
tions about it.” In the second place, detailed systematic questioning may 
actually increase the motivation of many clients to withhold information. 
Such a procedure smacks a good deal of a cross-examination held for the 
Purpose of establishing guilt. For some clients, it may arouse childhood 
attitudes of resistance to parental questioning; for others it conveys the 
impression that they are regarded as a “case.” Thus, full communication 
is hampered. i 

In a few instances, the very volume of the questions may be interpreted 
by the client as an index of the clinician’s interest in him and his thor- 
Oughness and competence. While this feeling may increase the client’s 
Cooperation, it may at the same time decrease any sense of responsibility 
for Producing worthwhile additional information. $ 

Decreasing “Communication Anxiety.” The “thorough search” method 
of interviewing is based on an assumption that should be made explicit. 
This assumption is that clients who seek help are able and willing to give 
information that the clinician wants. The function of the clinician’s ques- 
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tions, then, would be chiefly to guide the client to the relevant topics. We 
may compare this conception to a classroom examination: the teacher 
takes for granted the students’ willingness to answer the examination. 
His task is to show them what to discuss. But is it true, after all, that 
clients, like students, do want to answer the questions put to them by the 
clinician? Of course it is true; but it is equally true that clients are, in a 
sense, unwilling to talk. They are unwilling because there are anxieties 
connected with communication of personal data. And one easy way of 
decreasing these anxieties is to hold back certain kinds of information. 

There are many ways in which anxiety is connected with communica- 
tion, but we shall mention only four that seem to be common. 

1. The client may be anxious about the moral judgment of the clinician 
and his consequent criticism. Often the client, on the basis of his own 
feelings of shame and guilt, forecasts a censuring attitude on the part 
of the clinician and sidesteps information likely to bring on criticism. 

2. The client may be anxious about placing information at the disposal 
of one who could use it harmfully. Giving personal information to an- 
other individual is, in a way, giving him power over you. It could be used 
to destroy friendships, to decrease earning power, or even to invoke the 
law. 

8. The client may be anxious about giving information to the clinician 
because it will enable the interviewer to “see through” the client and 
discern “horrible truths” unknown to the client himself, You must re- 
member that a good many people find their own behavior puzzling and 
fear the unknown forces at work in them. 

4. Anxiety may be aroused by bringing up matters which the client 
customarily avoids thinking about, as a means of defending himself 
against self-hatred and self-contempt. Answers to questions touching on 
such areas may be evasive in order that the client can avoid further 
exploration. 


To help you get a feel for the way that communication anxiety appears 
in an interview, we shall quote from a diagnostic interview reported by 
Dunbar (2). In this session, a forty-three-year-old woman (P) has been 
asked by the physician (D) to lie on an examining table. In the early 
part of the interview she had complained of various pains and of stiffness 


but denied any worries, any dreams, or any trouble sleeping. 


D: You are about as stiff as a marionette, but even marionettes have joints 


somewhere, Couldn’t you relax your arm enough so it would bend at the 
elbow? 


P: It hurts too much. 
D: How about the other arm, or one of your legs? 
P 


: Doctor, please don’t. I don’t mean not to cooperate. They think I don’t 
cooperate, but they don’t understand how much it hurts me. 
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D: Well, then suppose you just let it rest on my hand and see if you can’t make it 
limp. It will really help the pain if you do. . . . Nobody can relax with a 
clenched fist. It looks as if you wanted to hit somebody. 

P: Why, doctor, I would never do anything like that! (Unclenches fist but arm 
remains stiff.) 


At this point the doctor began to talk about puppet shows and wooden 
soldiers in an effort to distract her. After a short time, however, the 
patient stiffened again. 


P: I wish you wouldn’t talk about soldiers. 
D: Why? 
P: I don’t know. I wish you wouldn't keep me lying here. 


The doctor suggested that they talk about anything that the patient 
enjoyed. The conversation and the patient both became more relaxed, 
but suddenly the patient showed a good deal of anxiety and started to 
cry, 


Fs Doctor, you don’t know what you are doing to me. I don’t know what's 
coming over me. I feel awful. I feel as though something awful were going 
to happen. I don’t know what I might do. 

+ What is it? 

: Oh, I don’t know, I don’t know. Something terrible. I’m so frightened. 

: Nothing will happen to you. But if you'd feel better just lie down again and 
you can be as stiff as you like. 

: You must think I’m silly, but you see I feel safer when Tm stiff. My aggrava- 
tions don’t bother me so much. That’s why I go to sleep stiff like that, only 
when I wake up in the morning sometimes I'm so stiff I can hardly get out 
of bed. But if I weren't stiff I couldn’t even go to sleep. (Note how the 
patient’s admission of aggravation slipped out in spite of her previous 

denial of worries.) [2, pp. 88 £]. 


In this excerpt we see that the patient’s denial of trouble sleeping and 
of Worrying was actually an attempt to avoid an area of discussion that 
could reveal open emotional disturbance. In the rest of the interview 
after this break-through, she admitted worrying about her children, hos- 
tility toward her husband and mother, and a feeling of despair that had 

ed to a suicidal attempt. A process similar to this one occurs in many 
iagnostic interviews, although it is not usually so dramatic. 

What can the clinician do to decrease the communication anxiety of 
the client? We are helped in answering this question by the work of 
“nondirective” or “client-centered” therapists (5, 6). If the interviewer 
conveys to the client a sense of his acceptance and permissiveness, he 
reduces the external factors that support the anxiety. That means that the 
interviewer must be interested without appearing to pry, be warmly Te- 
Sponsive without being judgmental, and receptive without being de- 
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manding. Verbal reassurance does not necessarily convey this permissive 
quality. Saying “Now you can tell me anything,” is more likely to raise 
the client’s doubts than to allay his anxiety. The interviewer must demon- 
strate that it is safe for the client to talk. He does this by letting the 
client direct a good deal of the conversation, by keeping the interview 
calm and unhurried, and by listening sincerely without shocked or dis- 
gusted expressions. 

It requires a good deal of practice to be able to deal with clients this 
way, but more than practice is needed. The clinician’s motives and at- 
titudes must be the sort to promote permissiveness. Here is the reason: 
Most of us emit vocal and gestural cues that partially reveal our feelings. 
You have heard voices that express impatience or a patronizing manner 
even when the speaker thinks he is hiding his feelings. It is a difficult 
task to control these cues, and if the clinician is successful he will prob- 
ably seem cold and distant to a client. Consequently an interviewer who 
is basically a moralizer or an autocrat is likely either to reveal himself or 
to appear forbidding. Both outcomes fail to reduce communication anx- 
iety. But interviewers who are actually permissive do not need to try 
controlling their gestural and vocal expression; they can devote their 
attention to the interview. 

Opening the Interview, With this conception of the interviewer’s task, 
that of building an atmosphere to make communication easy, we can 
inspect some specific things to do in an interview. First, how can we 
start the interview? 

There are always a few preliminaries between the clinician and the 
client before the former gives the signal that the interview is starting. 
Usually there is a greeting, sometimes shaking hands, an indication of 
the location of the interview room, and an invitation to sit down, Gen- 
eral standards of courtesy govern this interchange as they would when 
receiving any visitor into an office. The first few sentences, too, often 
consist of the same kind of conversation that you would initiate with 
a guest: an inquiry as to any difficulty in finding the office, a comment 
on the weather, regrets at having kept him waiting a few moments, 
helping him dispose of his wraps, etc. But there is no point in prolonging 
this initial phase of the conversation. The client needs a signal to know 
when the interview proper has begun. It is up to the clinician to furnish 
this signal without undue delay. 

Most interviews begin by focusing the discussion on the client’s interest 
in the professional contact—“the presenting problem” as it is sometimes 
called. The interviewer may say: “What was it that you wanted to see me 
about?” Or, “You told me over the phone that you'd been upset lately. 
Could you tell me more about that?” Or, “Was there something in par- 
ticular that you wanted to talk over with me?” These questions serve as 
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clear signals without delimiting the area of discussion and without sound- 
ing accusatory. 

Problem 2. Inspect some other opening questions to see whether you 
find them satisfactory. Write a comment on each of the following signals 
for beginning, telling what effects they may have on clients, 

l. Could you tell me what kinds of troubles you have? 

2. How did you happen to decide you would like to talk with me? 

3. Why do you think you would like to talk to a psychologist? 

4. I was wondering whether you would like to tell me what kind of 
a situation you're facing? 

Occasionally a client will refer to a personal-history blank that has 
been filled out and say, “Well, it’s all down on that paper I filled out for 
you.” Or, when a relative made the initial contact with the clinician, the 
client may reply to the opening question with: “I thought my wife ex- 
plained that to you.” In such cases, the clinician simply points out that 
he would like to have the story in the client’s own words or in more 
detail. He can also choose some point mentioned by the relative or writ- 
ten in the personal-data blank and ask for further clarification of it. 

The Presenting Problem. Once the client is launched on the problem 
that brought him to seek professional help, let him continue unchecked. 
You will want to hear how he spontaneously formulates his symptoms, 
how seriously he regards them, and how he relates them to his life cir- 
cumstances. You will also be interested in the sequence in which the 
various phases of his problem are discussed. Quite commonly clients will 
begin by discussing a specific symptom such as inability to make deci- 
Sions, inability to concentrate, shyness, or worry. As they talk about 
this symptom with no interruption they bring in other symptoms and 
often begin to discuss broad problems of human relationships. 

This phase of free talk is extremely important to the clinician for sev- 
eral reasons, In the first place, he needs to get a clear picture of the 
Significant problems that confront the client. If he jumps into the con- 
Versation soon after the first symptom is mentioned, he runs the risk of 
Osing important information which comes during the broadening phase 
of the client’s statements. Suppose that a client mentions irritability. If 

e clinician begins to question the client about the precise behavior 
he shows when irritable, about the times when it occurs, or about the 
People that seem to be the targets of his irritability, he tends to “freeze” 
the discussion to that point. Unwittingly he conveys the notion that he 
is quite interested in this symptom, that it is important, that a good deal 
Of attention should be devoted to it. Now all these things may be true, 

ut there will be time later for more discussion. During this early stage, 
it is better to Jet the client show us what he thinks is important and what 


interconnections he sees. 
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A second reason why the clinician should restrain his participation in 
this phase is that it gives him an excellent opportunity to convey to the 
client the importance of what the client is saying. Sincere listening 
strengthens the client’s motive to talk and decreases the feeling of being 
a “case” to be dissected. It also establishes an atmosphere that makes 
transition to psychotherapy an easy matter, if that should be required. 

Occasionally, of course, some clients will stick close to a few symptoms, 
then ask for a remedy without broadening their statements, Here the 
clinician may move the discussion along by asking the client to tell more 
about how and when he first noticed the trouble, or what he has already 
done to cope with it. Sometimes a productive discussion follows when 
the clinician asks: “These things you've told me about seem to be the 
things that bother you most. Are there other things that cause you trou- 
ble, even though they don’t seem so big?” The main point in all these 
remarks is to avoid cutting off the discussion of the presenting problem 
too soon. 

Now we are ready to look at a transcription of this phase in a diagnostic 
interview. A relative had made an appointment for a thirty-three-year-old 
woman. The following interview took place after the clinician had wel- 
comed his patient into his office and the two were seated. 


C: Your [relative] didn’t go into much detail about what you wanted to talk 
about, so I wonder if you’d just start in at wherever you want to start in with, 
and tell me what kind of nervousness you have. 

: Well, it’s, uh, I think if I were just to put it in, in a few words, it seems to be 
a, a, a complete lack of self-confidence in, and an extreme degree of self- 
consciousness. Now, I have always been a very self-conscious person. I mean 
every, just about, since I was probably fourteen years old the first I remember 
of it. But for a long time Ive realized that I was sort of using people as 


crutches. I mean I, a lot of things that I felt I couldn’t do myself I did all 
right if someone was along. 


Notice that although the complaint is a common one, self-conscious- 


ness, the last sentence suggests that it is not the usual variety. The clini- 
cian here remarked, “Um-hm,” and let the patient go ahead: 


P: And it's just progressed to the point where I’m actually using the four walls 
of the house as an escape from reality. I mean I don’t—I don’t care to go out. 


I, I certainly can’t go out alone. . . . It’s a sort of vicious circle, I find out I 
can’t do it, and then I’m sure the next time I can’t do it. 


C: Um-hm. 

P: And it just gets progressively worse. I think the first that I ever noticed it 
when, I, I’m a nurse, and that must have been shortly after I was married, 
I’ve been married twelve years, that I first noticed it. And at that time it was 4 
feeling of, oh, of lacking confidence in myself and, and in my work. I mean 
I felt it within myself, it never, there never was any criticism of my work. 
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And then I began, I got to the point where I began feeling so terribly sorry 
for people and, and, ah, taking responsibility upon myself. And you can’t 
do that when you're a nurse. I mean you've got to feel it sort of objectively, 
I think, because you do meet up with so much tragedy. But the first time I 
noticed it was a patient that, that wasn’t, I knew he wasn’t going to get well. 
And he had a family who were very naive and kept hoping for the best. 
And that was sort of a horrible situation. And, and at that time I began to, 
oh, my hands were sort of shaky and I just, I felt then maybe it was some- 
thing physical and I was tired out. And I, then it, I could always push it aside 
when I had that feeling. And I’d get dizzy and my heart would pound and 
feel I was going to faint. But I could, I still could manage to go around by 
myself and push this feeling away. And then, ah, my father died . . . and 
I felt it a good deal more after his death, And then a year after he died . . . 
[I went] downtown one day and got into an elevator and had this awful 
feeling. I mean just, I was in the back of the elevator and it was as if every- 
body was just pushing back against you and you can’t get your breath. And 
that I was going to faint. And so I got out of the elevator and walked down- 
stairs, I was way up at the top of the store. I felt I couldn’t do that again, 
Ka that, since then, that’s been just the last time I’ve attempted anything 
alone, 


In this excerpt we find the description of the symptoms changing from 
a lack of self-confidence to a frank anxiety attack. Without requesting 
Specific information, the clinician is told the duration of the condition, 
the patient’s occupation, the length of her marriage, the fact of her fa- 
ther’s death, and the events that led to her refusal to go places by herself. 
But perhaps more important than any of these items is the hint that her 
relationships with her family have some connection with her anxiety. 
Is it purely coincidence that she dates the onset of her problem at a 
time shortly after her marriage? Why was she so disturbed by the naive 
amily of a patient who was mortally illP And is it significant that she 
uses the date of her father’s death as a point of reference for dating the 
elevator episode? At this stage the interviewer does not know the an- 
SWers to these questions, but he asks them of himself anyway. 

Later on in the interview the clinician asked the patient what her own 
ideas were as to the basis for her distress. She spontaneously suggested 
that since she began having these feelings shortly after her marriage, 
she thought they could be related to her husband in some way. This 
Statement added weight to the clinician’s own hunches and sensitized 

im to further information about the husband. , 

The Middle of the Interview. The opening and the discussion of the 
Presenting problem may take only ten to fifteen minutes. At about this 

ime, the clinician will probably make a judgment as to how the rest of 

e interview time should be spent. He may feel it best to continue 
Placing the responsibility for the direction of the interview largely on 
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the client. The interview would then go ahead in much the same way 
as in the excerpt you have just read. Some of the conditions that would 
influence the clinician to adopt this method are: 

1. Plenty of time is available for the interview, perhaps an hour and 
a half to two hours. 

2. A further interview with the client is planned. 

8. The interview will probably be the first of a series of therapeutic 
interviews with the clinician. In this case the diagnostic and therapeutic 
aspects of the interview are concurrent and not separated. 

4. The client spontaneously produces a good deal of relevant informa- 
tion. 

5. The client is somewhat fearful or resentful of psychological pro- 
cedures. In this instance, a leisurely interview with little pressure from 
the clinician may help establish sufficient rapport for future testing or 
more systematic history-taking. 


6. The clinician is not required to obtain systematic information about 
the client for records or reports to his superior. 

With other clients, the clinician may decide to use the middle of the 
interview for a semisystematic survey of the case history. We shall de- 
scribe this approach shortly, but essentially it involves directing the 
conversation into the major areas of inquiry listed earlier in this chapter. 
Clinicians are likely to use this second method when: 

1. Less than an hour is available for the interview. 

2. They do not anticipate a therapeutic relationship with the client. 

8. No further opportunity to obtain a personal history will be avail- 
able. 

4. Specific, systematic information is required which is not likely to 
provoke anxiety in the client. This situation frequently occurs in con- 
nection with routine screening of applicants, admissions to institutions, 
or induction of men into military service. Ordinarily these do not re- 
quire information for detailed and subtle personality evaluations. 

5. The interview is being held to determine an appropriate referral 
for the client, that is, what kind of agency or service he needs, 


6. The client seems persistently unwilling to talk unless guided by the 
clinician. 

7. The client did not voluntarily seek out the clinician for personal 
help. In a number of clinical situations, clients are involuntary. They 
have no pressure to talk beyond what is generated by the requirements 
of the circumstances. 

In determining how the middle interview shall proceed, then, the 
clinician must rely heavily upon his knowledge of the circumstances 
of the interview and its purposes, and upon his estimate of the produc- 
tivity of each particular client. We should not think, however, that the 
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choice between a client-guided and a clinician-guided interview is sharp 
and clear. Many times, the clinician brings in a question aimed at open- 
ing a new area of inquiry and then lets the client handle this discussion 
in his own fashion. Or, at the end of a client-guided interview, the 
clinician may find that certain necessary data have not been obtained; 
then he will ask specific questions in order to elicit this information. 

If the clinician chooses to let the client guide the interview, how shall 
he proceed? What can he do to assist the client to communicate his 
pressing concerns, his conception of the important qualities of his life, 
his feelings about his own history? Roughly there are three main kinds 
of responses that he can use: signaling understanding, requests for 
elaboration, and reflection of feeling. 

In signaling understanding, the clinician simply indicates that he is 
clear about what is being said. Instances of this kind are: “I see,” 
“Um-hm,” “Yes,” and “I understand what you mean.” He does not inter- 
rupt a client’s story to make such remarks; they are useful when the 
client pauses or seems not to know what to say next. 

Requests for elaboration may be used when the client seems to have 
run out of material or when he is blocked. They are questions that urge 
him to continue: “Can you tell me more about that?” “How do you 
mean?” “I’m not sure I see what happened.” “How did you feel about 
that?” 

In reflecting feeling, the clinician makes a statement that expresses 
his understanding of the client’s feeling. It may express a feeling that 
the client had during some episode he is reporting. The clinician may 
say: “You must have been pretty mad,” “You felt down in the dumps,” 
or “Then you were sure no one cared much for you.” On the other hand, 
the clinician may express feelings which the client seems to be having 
during the interview. Suppose that a client hesitates, haltingly tells 
about a disturbing experience, and finally becomes silent. The clinician 
may help him continue by saying: “It’s hard to talk about that, isn’t it?” 
Or suppose a client has been severely criticizing a member of his family, 
finally says that he shouldn't be talking this way, and lapses into silence. 

he clinician may reply: “Perhaps you wish you didn’t feel this way 
about him.” Many reflecting statements must express both sides of some 
ambivalent feeling that the client is struggling with: “You don’t want 
to divorce her, but you can’t stand living with her either.” 

Notice that all these remarks show that the clinician is listening and 
Considering what the client is saying. They show freedom to talk with- 
out defining what is to be discussed. They are ways of telling the client: 

hat you say is important, and I am trying to understand you.” Though 
they may seem simple, they depart radically from the kind of conversa- 
tional interaction that the client usually has. He fights no battle to get 
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a chance to talk, and doesn’t have to listen to someone else’s boring tale 
so that his own interesting story can be told! J 

Problem 3. This problem is designed to help you become sensitive to 
the interactions that occur in conversation. You are to listen to three or 
four conversations on buses, in lounges, or among your friends. These 
conversations need not be long—three or four minutes is enough. Choose 
one of the speakers for special attention and listen to his remarks with 
the following crude classification in mind: 


Types of Conversational Reactions 

1. Those meant to draw out the other person: questions, etc. 

2. Those that express sympathy or pity 

3. Those that are critical or that disagree with the other person 

4. Those that are attempts to get sympathy 

5. Those that are meant to impress the other person with the speaker's 
adequacy, knowledge, strength, patience, etc. 

6. Those that neglect or overlook the other person: irrelevant remarks 
or monologue continuations of the speaker’s own story 

Immediately after each conversation, make notes on what you have 
heard and answer these questions: 


1. Did the speaker spend much of his time drawing out the other 
person? 

2. What was his most common type of conversational reaction? 

8. What did the speaker do, if anything, that made it easy for the 
other person to talk? Was it effective? 

Ending the Interview. As the time for the interview runs out, the 
clinician must assess the tasks remaining and allow time to finish them. 
He may find, for instance, that he needs special information about the 
client’s health history or about his history of arrests and convictions. 
Sometimes he will decide that the client should be referred to another 
specialist for further diagnosis or treatment. In such cases he will allow 
time to discuss the referral with the client. In some clinical settings 
the client will need information about the next steps to be taken in the 
disposition of his case; or perhaps he will need to be told about further 
actions he himself must take. It is usually good practice, therefore, for 
a clinician to indicate that the interview will come to a close shortly 
and to introduce any special topics he feels ought to be considered. 
He may say, “We have only a little time left, and I wondered if we could 
talk for a while about . . .”—and here the clinician introduces the topic. 

In addition to giving the clinician time to deal with important matters, 
signaling the fact that the interview will soon end has two other conse- 
quences: it diminishes a sense of abruptness—of being shoved out of 
the office, and it puts time pressure on the client to bring up significant 
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matters he may have been holding back. Material produced by the client 
at the end of an interview often seems to be particularly valuable and 
revealing. This phenomenon is probably due to the fact that communica- 
tion anxiety is decreasing throughout the interview and is at a low ebb 
in its final stages. If we add pressure to talk by way of a time warning, 
motives thus aroused aid communication of difficult or emotionally 
loaded information. 

Clients often expect some definite statement from the clinician at the 
end of an interview. They may wish to know what he thinks of them, or 
what is going to happen to them next, or what the clinician is going to do 
with the information he has been given. Generally, the clinician ought 
to try to meet these expectations if he can do it in a way that is com- 
patible with the client’s welfare. For example, he may say the informa- 
tion the client has given will be made part of the client’s file, or that it 
will be discussed with the specialist who referred him to the clinician. 
He may feel that the client needs to be reassured that the interview in- 
formation will remain confidential. Often he cannot tell the client exactly 
what will happen next, but he can point out that the interview has 
provided information that will make better decisions possible. The clini- 
cian must be careful not to commit himself to a position he is not willing 
to defend later, nor to give the impression that he is so committing him- 
self. Sometimes the clinician will have to say that he is sorry he cannot 
give a clearer answer, but that he cannot give the kind of information 
requested by the client. 

The inexperienced clinician finds particular trouble in answering direct 
Questions about his impression of the client. Suppose that he has con- 
ducted an interview to get a general picture of the personality of an 
applicant seeking a government or industrial position. Toward the close 
of the interview, the applicant asks the clinician to state frankly his im- 
Pression of the applicant’s personality. How can the clinician reply with- 
Out seeming evasive or without appearing to recommend the applicant? 
A useful guide in such cases is to follow the principle of discussing 
matters that the client has talked about and to refrain from dealing with 

€ clinician’s inferences. The clinician may say, “Well, you seemed to 
feel that you were doing pretty well on your job and you seem to handle 
it without much trouble. On the other hand, you didn’t feel that your 
family life was running along in the way you'd like. I was wondering 
whether that was a kind of strain on you.” Here the clinician has picked 
Out points stated by the client himself and has simply placed them to- 
ether without any effort to reveal causal factors. The clinician may sense 
that this man is quite hostile toward his wife, but he also realizes that 
no useful purpose would be served by bringing up this matter. Actually, 

e kind of statement we have just quoted is often very satisfying to 
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clients, may result in a fuller expression of feelings about the problem, 
and does not put the clinician in the position of having to defend his 
judgment. 

When the interview time has expired, the clinician should say so, It is 
his responsibility to help the client make the transition out of the inter- 
view situation as well as to make the transition into it. The clinician shows 
the interview is over by referring to it in the past tense: “It has been 
interesting to talk with you. I hope you have enjoyed it, too.” He may 
also signal closing by putting down his notes or by changing his posture. 
Ordinarily the clinician will rise and open the door for the client, while 
thanking him for coming. If the client can leave with a feeling that he 
has been treated with interest and consideration, the way has been pre- 
pared for further interviews, either diagnostic or therapeutic. 


METHODS IN SEMIDIRECTED INTERVIEWING 


Earlier in this chapter, we pointed out that some clinicians must inter- 
view clients who have not voluntarily sought help. A psychologist in the 
armed forces may be asked to assess men awaiting court-martial, a col- 
lege counselor may routinely see students who are failing, or an indus- 
trial psychologist may interview junior executives as part of a manpower- 
resources survey planned by top management. In such circumstances, 
many interviewees are motivated to talk only by the instructions they 
have been given by their superiors. Moreover, they may perceive the 
interviewer as a threatening prober, allied with powerful figures in the 
organizational structure. Persons who make such estimates of the inter- 
viewer are strongly motivated to withhold information. These conditions 
are obviously not favorable for client-directed interview methods. To rely 
largely on the client for the selection and sequence of topics is to invite 
a good deal of carefully chosen, irrelevant material into the interview. 
The clinician may be able to infer the anxiety or contempt which moti- 
vates the client’s evasion, but he probably learns very little more. Direc- 
tion of the interview by the clinician is likely to result in more relevant 
information in these cases. 

Some Assumptions about Interviewing the Involuntary Client. We 
have tried to show, in a general way, that clients who are sent to an 
interview are motivated differently from those who come because of 
personal distress. Now we shall propose some assumptions which can be 
useful when dealing with involuntary clients. 

1. Communication is favored by the client’s desire to appear coopera- 
tive. This principle implies that, although the client may be reluctant to 
give information, he usually cannot risk appearing too stubborn and 
resistant. To meet this motivational conflict, he must take a middle way: 


| 
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give the minimal information requested. Thus, in these cases, an inter- 
viewer must take more responsibility for requesting the amount and kind 
of data to be communicated. Of course, sometimes the client loses little 
or nothing by being noncooperative; then the motivation to talk is ex- 
tremely weak. In educational and industrial interviewing, however, the 
desire to appear cooperative or to satisfy one’s boss helps the interviewer. 

2. Reported data tend to be biased toward gaining a maximum ad- 
vantage for the interviewee in the situation as he understands it. Thus, 
he will attempt to create a favorable impression on both the interviewer 
and the authorities to whom the interviewer reports. If the interviewer 
does not disclose his own values and preferences, the interviewee can 
hardly decide what kind of bias is appropriate. In this kind of inter- 
viewing, then, the questioning must be done so that the interviewer's 
preferences are vague, and significant questions seem innocuous. If 
topics do not appear to be related to the immediate reason for the inter- 
view or if the questions do not have an obviously “good” answer, biased 
reporting will probably decrease. 

3. Reduction in bias is aided by the involuntary client’s desire to appear 

consistent. People do not want it known that they are giving distorted 
accounts of their history. Intentional distortion must be introduced so 
that it does not conflict with other parts of the total story. In order to 
decrease the chances for inconsistency, the client will omit some details 
and enhance the significance of others. The interviewer can take advan- 
tage of the desire to appear consistent by making a thorough coverage 
of a number of different topics. As the amount of communicated material 
increases, it becomes harder for the client to bias his report without 
appearing inconsistent. 
4, TE the anxiety of the client can be decreased in the course of the 
interview, useful and significant information will be obtained more easily 
toward the close of the interview period. While the interviewer has little 
control over anxiety that stems from the reasons for the interview, he can 
reduce the anxiety that arises from the client's expectation of being 
treated harshly and critically. In addition, the client often becomes inter- 
ested in the story of his own life as it unfolds, and he lapses from the 
cautious attitude he adopted at the start of the interview. The inter- 
viewer can assist this development by a friendly, considerate manner 
and by showing that he understands the client’s feelings. He can employ 
the methods for signaling understanding and for reflecting feeling that 
Were mentioned in the discussion of the client-guided interview. 

We are now ready to consider some of the specific techniques that may 
be used in a semidirected interview. 

‘ Sequence of Topics. It is best to begin the interview with a request for 
information of a routine sort. Age, occupation, marital status, and similar 
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orienting data are likely to be considered routine and nonthreatening by 
the client. Then the clinician may take up either the educational history 
or the occupational history. The client usually feels competent to report 
about these matters, and he does not usually think they reveal intimate 
facts. The recreational interests and social relationships (hobbies, clubs, 
friends) can be investigated next. Following this topic, the interviewer 
can make a fairly sharp break in the flow of conversation and proceed to 
the health history. During this discussion, it may be appropriate to in- 
troduce material relating to the emotional problems of the client and his 
sexual development. Information about the parents and the client’s feel- 
ings about them may be taken up next, and this topic can naturally lead 
to a discussion of the client’s own marriage or marital plans. In educa- 
tional and industrial settings, it is appropriate to end the interview by 
a discussion of the client’s future plans and aspirations. In other settings, 
the end of the interview may be devoted to consideration of the specific 
problem that brought about the interview. Obviously, flexibility is de- 
sirable, and the clinician should depart from this suggested sequence 
whenever he feels it wise. If you have had only a little interviewing 
experience, you may want to use the suggested sequence as a guide until 
you feel comfortable in the role of interviewer. 

Transitional Questions. In opening a new topic, you can avoid abrupt- 
ness by relating it to the topic that has just been discussed. You can also 
be helpful by opening with a question that is specific enough to give some 
guidance to the client. In making a transition from a discussion of school- 
ing to the topic of occupation, you may say: “Did you do any part-time 
work while you were in school? Or work during your vacations?” On the 
other hand, if you want to lead into the area of social and recreational 
interests, you may say: “What kinds of sports and club activities did you 
like in school?” The topic is developed, then, by considering the chrono- 
logical development of his interests up to the present, 

If the topic has been health and emotional status, you may shift to 
talk of parents and early family life in this way: “We have been talking 
about your own health; can you tell me something about the health of 
your mother and father?” This topic can then be expanded to cover the 
client’s attitudes toward his parents, his description of his early home 
life, his relations with siblings, his perception of his parents’ marital 
relationship, and his current connections with his home. 

In order to open the way for a client to discuss his own marriage, the 
clinician may remind him of what has been said about his own recrea- 
tional interests and then ask: “What sorts of things do you and your wife 
like to do together?” Or he may ask for a comparison of the client’s mar- 
riage with that of the client's parents: “How would you say you and your 
wife get along as compared with the way your own parents got along?” 
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QUESTIONING TECHNIQUES 


There are a number of ways in which questions may be related to the 
context of other questions. Nearly all of these can be used at some time 
or other in an interview. They serve slightly different purposes, and the 
clinician must estimate which technique will serve his purpose best. 

Narrowing. The principle in this type of questioning is to begin with a 
very broad question and follow with more detailed questions. It is gener- 
ally a safe method to use in many situations, but is especially valuable 
when the clinician wants to discover the salient and spontaneous atti- 
tudes of the client. The formula for beginning is: “Tell me something 
about . . .” Thus the question may be: “Tell me something about how 
you got along with your parents when you were young.” The client may 
answer with a general statement and then talk mostly about his relation- 
ship with his mother. The clinician may then narrow the discussion some- 
what by asking: “Can you tell me more about you and your father?” This 
question can be followed later by: “What seemed to be the main cause 
of the trouble between you two?” Ordinarily the clinician will need to 
get more and more specific as the client’s reluctance to discuss the matter 
increases. Narrowing gives the client a good deal of opportunity to bias 
his remarks in the opening phase of the topic, but he finds it harder to 
maintain the distortion as the questions become more detailed. 

Progression. This method consists in beginning a line of questioning 
with a matter near to the one you wish to learn about and then following 
with questions that lead progressively to the specific point. It differs from 
narrowing in that the sequence of questions is arranged to progress from 
less intimate to more intimate matters rather than from broad to specific 
questions. Suppose that the clinician wishes to learn whether an eighteen- 
year-old boy has had sexual intercourse, and he believes that a direct 
question on this matter would meet with resistance. He arranges his 
questions in a progression: 

“About how many dates do you have a week?” 

“Where do you like to go on dates?” x 

“What kinds of girls do you like to go with” 

Do many of the girls object to necking or petting?” 
a Have you ever worried about getting the syph or the clap from any of them?” 
Why,” or “Why not?” 


In this illustration the final question is an indirect one which is ostensibly 
about worries, The progression prepared the way for a possibly threaten- 
mg question by starting with a relatively nonthreatening series. Progres- 
Sion serves to introduce questions which would otherwise appear too 


blunt and perhaps shocking. 
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Embedding. This method is designed to conceal a significant question. 
The important question is preceded and followed by a series of questions 
that appear routine. The significant question is made to seem only one 
more detail to be explored. Here is an illustration in which the clinician 
was interested in the client’s sexual life but did not wish to reveal this 
interest. 


“Have you ever had trouble with your eyes or vision?” 
“What about eating, appetite, or stomach trouble?” 
“Anything connected with sex organs or sex activity?” 
“How about trouble sleeping or getting to sleep?” 
“Any skin trouble?” 

“How about your legs and back?” 


Here the questions are asked in such a way as to give the impression of 
a routine examination in which one item is about as important as any 
other. 

Leading Questions. Sometimes the clinician realizes that a direct ques- 
tion will provide a clear cue as to the expected answer, He may then 
wish to ask questions which assume the opposite answer and see whether 
the client denies the assumption. For example, in interviewing super- 
visors in industry the clinician often wants an estimate of the inter- 
viewee’s use of alcohol. A direct question on this point such as: “How 
much do you drink?” may lead to a biased answer if the interviewee be- 
lieves that the clinician or the company opposes drinking. The clinician 
may ask instead: “What do you like to drink at a party?” and “About 
how many can you hold?” The implication here is that the clinician ex- 
pects some drinking and that his main concern is tolerance for alcohol. 
Clearly such questions are to be cautiously used. They are safe only 
when there is good reason to suspect a strong bias to avoid a particular 
kind of answer. 

Holdover Questions. Often the story told by a client raises certain 
questions in the interviewer's thinking, but he decides to ask them later 
in the interview. The clinician may feel that the question would be more 
appropriate in another context, that it would reveal his own interests if 
asked when it first arose, or that better rapport will yield a less biased 
answer later. Here is an example of a holdover question that changes 
its impact because of a new context: 

Early in an interview a client reports that he got into trouble and left 
school in the tenth grade. He shows no inclination to talk about the na- 
ture of the trouble, so the clinician holds the question until later, During 
the section of the interview devoted to discussing family relationships 
the clinician says: “You mentioned a little while ago that you left school 
because you got into trouble. What did your parents say about that?” 
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If this question does not reveal the details of the trouble, the clinician 
may now inquire about it directly. The topic has been moved from the 
area of education into the area of home background in the hope that it 
will seem less threatening there. 

Projective Questions. While it is common for clients to pass judgment 
on themselves and other people during the interview, we sometimes want 
to get a clearer picture of evaluative attitudes. We want to find out what 
standards the client applies to men as compared with women, his con- 
ceptions of authority and of support. Projective questions are designed 
to elicit material about these matters. Among the simplest of projective 
questions are those asking for descriptions of people. We may ask: “Tell 
me about the best boss and the worst boss you ever had. What kind of 
people were they?” Or we may ask a married person: “What are the 
qualities that your wife (or husband) has that made you want to marry 
her (or him)?” A variant is: “Think of your friends and pick the one 
that you feel is your best friend. Now, without telling me his name, tell 
me what it is about him that makes you admire and like him so much.” 

In listening to the answers to these questions, the clinician will be 
trying to answer some questions of his own about the client’s remarks: 

l. Does he give me a rich or meager description? 

2. Are the traits and characteristics he picks superficial or do they 
show penetrating insights? ; 

3. Does he list vague, conventional generalities (nice, good, friendly) 
or can he go beyond this level? 

4. Are the desirable qualities of people he likes indicative of his ideals 
for himself? 

5. To what extent does he value characteristics that reflect tendencies 
to moralizing or repression? For example, “My friend never says a bad 
word about anyone, and I’ve never known anyone who was so clean- 
minded.” 

6. Assuming the descriptions to be somewhat correct, what does the 
choice of such a person show about the needs of the client? Does he like 
those who permit him to dominate them, or to be dependent? Does he 
Want approval, stimulation, entertainment, or someone to make his deci- 
sions? 

Another question of this kind arouses emotional conflict in many peo- 
ple: “What are your strong points as a person and what are your weak 
Points? I don’t expect you to be modest in answering this.” It is fascinat- 
Ing to see how some people avoid the first half of the question and others 
avoid the latter half. Even with additional reassurance that “in this situa- 
tion it is perfectly all right to tell me what you believe are your assets 
and good points,” submissive or overconventional people will protest that 
it is not up to them to make such remarks. Answers to this question 
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complement those about friends and spouse, since they reveal something 
of insight into oneself as contrasted with insight into other people. 

In The Authoritarian Personality, Levinson reports the use of eight 
projective questions which can be scored according to a scheme designed 
to get at authoritarian ideology. While these questions may be useful in 
special clinical situations, some of those which he considered promising 


but did not use may be of more general interest (3, p. 545). Among those 
he mentions are: 


“What do you find most disgusting?” 

“As a parent, what would you try most to instill in your child?” 
“What would you protect your child against?” 

“Why might a person commit suicide?” 


Problem 4. A man was applying for a job in the personnel department 
of an industrial firm. The job required interviewing applicants and serv- 
ing as a member of a committee to deal with grievances. During the 
interview, the prospective personnel man was asked to describe those 
qualities about his wife which made him prefer her to other girls he had 
known. After a little thought, he replied: “Well, outside of being nice 
and all that, I'd say it was because she was a good cook, and she wasn’t 
high-hat, and she was a virgin.” Can you make any inferences about this 
man’s insight into others’ and about his own needs? 


INTERVIEWER ANXIETY 


Studying information about interviewing methods may have an un- 
fortunate effect upon you if you are a beginning interviewer, You are 
likely to take the information as a set of rules to be strictly followed and 
to measure yourself by them during the conduct of an interview. This 
kind of attitude is almost certain to make your interviewing more awk- 
ward and tiring than it need be. Actually, you will have to build your 
own interviewing style gradually. You will need to try out suggested 
methods critically, assimilating some and rejecting or modifying others. 
But the most important thing you can do in interview practice is to be 
aware of your anxiety and its effects. Probably the anxiety of the inter- 
viewer is responsible for more interviewing difficulty than his lack of 
technical know-how. While your anxiety cannot be eliminated, it may be 
reduced to a manageable level by understanding and recognizing it. 

Causes of Interviewer Anxiety. The very fact of inexperience in a new 
skill causes some apprehension. A person may do a fine job of interview- 
ing when he is talking with a friend, but he becomes tense when his con- 
versation is called “interviewing.” This normal tension is increased in 
students who have persisting doubts about their own ability; then the 
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interview becomes a test of their own worth instead of a chance to get 
to know the client. 

For other students, the client’s power to withhold and distort informa- 
tion looms large. They become tense because they fear that the client will 
not cooperate. If that happens, they may have to face an unfavorable 
evaluation by a supervisor or instructor. Or they may have to reckon 
with their own stern standard of “getting everything right the first time.” 

Some of you will feel fairly comfortable until you reach an area of 
inquiry which is normally (in our society) not discussed. Then you may 
fear that you will offend the client and become timid and halting. If you 
feel this way early in an interview, it may be better to avoid that area 
or touch it superficially for the time being. Clients have enough trouble 
talking about some things without having their own difficulty mag- 
nified by a tense interviewer. 

Some of you may feel a strong sense of responsibility to be immediately 
helpful to the client, and this may lead to overeagerness. You ought to be 
reminded that not everything has to be finished off in one session. If you 
think of your task as one of helping the client to say what he can and of 
making it easy for him to return if necessary, your job will be easier. 

Effects of Interviewer Anxiety. While anxiety lessens the sensitivity 
and narrows the creative formulations of the interviewer, it also brings 
about some undesirable overt behavior. The common fault of overtalking 
is due to the interviewer's tension. He may feel that he must keep some- 
thing happening every moment. Even short periods of silence will be 
acutely uncomfortable. Other interviewers try to control their apprehen- 
Sion by going out of their way to try to make the client feel at home. 
They may offer excessive reassurance, profuse apologies for certain ques- 
tions, or repeated assurances of friendliness. Clients are more likely to be 
put on guard by these efforts than to be reassured by them. 

Some mannerisms are traceable to tension. A constant smile may be 
the outward mark of a painful effort to be permissive at any cost. And the 
recurrent knitted brow may signal a desperate try at communicating 
interest and seriousness to the client. Occasionally, interviewers try to 
Conceal their fears by assuming an air of “the expert who is penetrating 
mysteries,” They will look sidewise at the client, lift their eyebrows as if 
to question, and murmur “um-hmmm” so as to leave no doubt that they 

ave found out deep secrets. 

Even worse than these mannerisms are techniques which arouse feel- 
ings of guilt or worthlessness in the client. There may be disguised be- 
littling: under the cloak of expertness, the interviewer keeps pointing out 
inconsistencies in the client’s story or making disparaging value judg- 
ments about the client’s actions or attitudes. Or the anxious interviewer 
may try to discipline the client, to lecture him, and to point out the need 
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for strict honesty and serious attention to the matter at hand. Both of 
these techniques permit the interviewer to cling to the fiction of his 
superiority and to blame the client when things go badly. 

Effectively Reducing Anxiety. Experience in interviewing is the best 
way to reach a more comfortable feeling during an interview. But there 
are a few things you can do while learning. For one thing, notice where 
and when you become tense or anxious during interviews. Find out, if 
you can, what method you use to control the tension. Do you become 
rigid, talkative, resentful, or something else? Merely learning what you 
do will help you find out whether it is likely to disturb good inter- 
viewing. 

Another thing you can do to decrease your tension is to recognize that 
actually most people have strong motives to talk about themselves. You 
can sharpen your awareness of this fact by listening to ordinary social 
conversations and hearing how people are trying to communicate their 
interests, attitudes, hopes, fears, and plans. Imagine yourself as unblock- 
ing barriers to this communication in the interview rather than as a 
cross-examiner. 

You will get more help from practice interviewing than from anything 
else. If you have done very little interviewing before, you will find it 
easier if you get the assistance of a friend or another student and set up 
a practice interview. 

Problem 5. Arrange at least one practice interview. Tell your “client” 
that you want some practice and explain that you are not going to 
analyze him or give advice. Choose any or all of these three areas for the 
interview: educational history, occupational history and vocational in- 
terests, and social and recreational activities, Assume that your “client” 
has asked for an interview to discuss his occupational plans—either to 
confirm or to formulate them. After the interview, both of you should 
answer the questions on the following brief evaluation forms. 


Interview Evaluation Questions 
For the client: 


1. How easy was it for you to talk in this situation? Very easy 
Moderately easy Rather difficult 
2, In which part of the interview were you most uncomfortable? First 
part Middle Toward the end 
3. How much of the time did the interviewer seem very much inter- 
ested in what you were saying? All Most About half — 
Less than half 


4, Did you feel that the interviewer was pushing you to talk? Most of 
the time Occasionally Not at all 
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5. Did the interviewer seem to know what he was doing? Very 
well Moderately well Somewhat confused 


For the interviewer: 
1. How easy was it for your client to talk in this situation? Very 
easy Moderately easy Rather difficult 
2. In which part of the interview were you most uncomfortable? 
First part Middle Toward the end 
8. How much of the time were you interested in what the client was 
saying? All Most About half Less than half 
4. Did you feel you had to push the client to talk? Most of the 
time Occasionally Not at all 
5. Did you feel you knew what you were doing? Very well 
Moderately well Somewhat confused 


After these two evaluation forms are filled out independently, the 
interviewer and client should compare their ratings and discuss the dif- 
ferences in their perceptions. Further points that come to mind should 
be discussed to help the interviewer understand more clearly how he was 

netioning, 
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CHAPTER 7 


The Medical Assessment of the Person 
By Roy M. Wurman, M.D. 


Assistant Professor of Psychiatry, Northwestern University, and Chief, 
Neurology and Psychiatry, VA Research Hospital, Chicago, Illinois. 


Up to this point, our interest has been directed toward methods for 
collecting data about the psychological aspects of the person. We have 
been concerned with the broad problem of finding out how people or- 
ganize their interactions with others so as to get what they want. Before 
we discuss additional tools of psychological analysis, however, we shall 
consider some of the methods for analyzing the physical structure and 
function of individuals. 

The biological features of the person—sense organs, viscera, bones, 
muscles, and so on—serve as supports for even the most complex and 
subtle psychological activities. Grasping a thought involves bodily activity 
just as surely as grasping food, although entirely different portions of 
the biological apparatus are mobilized in the two cases. Defects or dam- 
age of the biological apparatus will, of course, limit or modify psycho- 
logical activity. This fact is obvious in cases having conspicuous defects 
such as blindness and deafness. Psychological clinicians would surely 
consider these defects when trying to make recommendations, But there 
are other, less manifest changes in the biological apparatus which also 
cripple the person and force him to change his behavior. Alterations in 
thyroid gland function or in brain metabolism are examples of such 
changes. 

The detailed study of the biological aspects of the person requires 
special information, special sensitivity, and special equipment. For this 
reason, medical specialists play an important part in the study of persons. 
It is common practice for physicians and psychologists to work together 
in clinics, hospitals, and military establishments, This fact immediately 
raises questions about effective communication between the psycholog- 
ical and the medical clinician. Since their training and primary concerns 
are different, each may sometimes give scant consideration to the con- 
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tributions of the other. Actual cooperative experience among specialists 
usually reduces difficulties in understanding and communication; but 
some preparation for this experience will help you. The purpose of this 
chapter is to show the kinds of contributions that medical clinicians can 
make to the study of persons and to tell you something of the examining 
procedure used by physicians. 


CONTRIBUTIONS OF THE MEDICAL EXAMINATION 


The medical examination typically consists of a medical history, a 
physical examination, and certain laboratory procedures. This kind of 
examination has been delegated by both time-honored convention and 
legal sanction to the medical profession. It is a responsibility that has been 
granted to the physician due to his special training. He is considered 
qualified to invade the bodily privacy of the individual far better than 
any other specialist. The physician may palpate the person's body, ex- 
amine his orifices, peer through the pupils of his eyes, introduce instru- 
ments into his body, and collect samples of his fluid and solid excretions 
for examination. 

Patients coming to a physician are willing to undergo a good deal of 
exposure and even embarrassment in order to receive the benefits of his 
expert knowledge and judgment. The contribution that the physician can 
make to the evaluation of the total function of the organism is therefore 
great; this is true of both physical and psychological aspects of the 
examination, 

Assessment of Total Functioning. The individual may first be looked at 
as a holistic functioning organism. How is he responding biologically to 
the environment? What are his physiological resources and liabilities? 
More specifically, we want to know whether the elementary life- 
maintaining processes are functioning adequately. To survive, a person 
must be able to maintain internal temperature, breathe, assimilate food, 
excrete waste, and coordinate muscles. People differ in the adequacy 
with which these and similar basic processes are carried out. 

Particularly concerned in the maintenance of total adaptation are the 
great generalized body systems: neuromuscular, respiratory, gastroin- 
testinal, cardiovascular, genitourinary, and endocrine. Disturbances in 
thyroid, adrenal, or pituitary gland function, for example, can produce 
vast changes in the body habitus and in the psychological alertness of the 
Person, Hypothyroidism produces a lethargic individual with coarse hair, 
Tough skin, and a relative apathy to outside stimuli. 

Disturbances of the central nervous system such as brain tumors may 
Produce hyperactive individuals with distortions in their perceptual 
fields and in their communication with others. Toxic disorders may affect 
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the nervous system and result in widespread signs of adaptive failure 
such as gross disorientation. Lead poisoning and chronic alcoholism are 
examples of these disorders. 4 

Pathological involvement of the cardiovascular-respiratory system will 
also effect great changes, such as those resulting from anemia or high 
blood pressure. Fluids that bathe the body tissues may be affected by 
shocklike conditions, with low blood pressure; then the body tissues do 
not get sufficient oxygen to maintain adequate function of the organs. The 
brain, for example, needs a continuing supply of oxygen, and acute 
oxygen deprivation lasting only minutes causes the death of many brain 
cells. 

Assessment of the Physical Results of Psychological Causes. Various 
psychosomatic theories have attempted to avoid the dualism of mind and 
body. It is still true, however, that at least a rough distinction can be 
made between those methods of examination that reveal the condition 
of the body and those that reveal the organization of, patterns of be- 
havior (5). Consequently, we can divide defects into the physical and 
the psychological as a useful approach in practice, even though we do 
not accept a metaphysical dualism. 

Prolonged psychological stress may actually cause organic changes in 
the organism. When the person is frightened or anticipates danger, 
there is an increase in blood pressure, in pulse rate, in circulation time, 
and in clotting time of the blood. Bodily changes before examinations or 
sports events are common examples of this syndrome. Continued stress 
may sometimes result in irreversible tissue damage. For example, chronic 
stress may be a major contributing factor (perhaps along with unknown 
organic factors) to the permanent elevation of blood pressure. Eventually 
the individual seems to be simply utilizing an acute stress mechanism as 
if he had to be continuously ready to deal with disturbing situations. 

Other well-known diseases in which psychological causes may be im- 
portant are peptic ulcer, bronchial asthma, rheumatoid arthritis, ulcera- 
tive colitis, and neurodermatitis. Less obvious are the psychological 
contributions that either accelerate or impede the healing process in 
almost every organic illness and even in bodily wounds. Tuberculosis 
has often been cited in both medical and popular literature as a disease 
in which the so-called “will to live” is crucial. This view exemplifies the 
widespread recognition that the attitudes of the individual influence the 
outcome of the disease process. 

Discovering Physical Causes of Psychological Impairment. A number 
of specific psychological symptoms can result from either emotional con- 
ditions or from physiological disturbance. Some of these are irritability, 
lethargy, feelings of weakness, headaches, and excitable restlessness. If 
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they are due to physiological factors, treatment of the patient’s emotional 
state or clarifying his interpersonal relations will do little to relieve them. 
The discovery of the physiological basis for such symptoms requires 
intimate knowledge of the various syndromes in which they occur and 
sensitivity to the subtle medical findings that may betray their origin. 
Physicians are obviously in a favorable position to make these discoveries 
during the medical examination. 

lritability is common in almost any disorder that decreases available 
physical energy. Thus it may be found in anemia, hypothyroidism, vari- 
ous chronic diseases, and in some disorders of the central nervous system. 
Weakness and apathy also may be traced to similar causes. Patients suf- 
fering from some continued organic disturbance will frequently com- 
plain of lethargy and lack of ambition. 

Sometimes difficulty in learning, or friction in interperson relationships, 
may be due to undetected sensory defects. Partial deafness may prevent 
a child from reaching his best level of school performance; in adults, it 
can lead to loss and distortion of communication in social situations, 
leaving the afflicted person puzzled and distressed. Deafness in older 
People is often associated with paranoid symptoms since the deaf person 
cannot discover what is being said about him. Some visual defects pro- 
duce headaches or vague discomfort, and these, in turn, lead to an avoid- 
ance of certain visual tasks. An aversion to reading, for example, could 
be due to undiscovered myopia ( nearsightedness). 

Some psychological symptoms can be traced to prolonged or inap- 
Propriate self-medication. Continued overuse of barbiturates (“sleeping 
pills”) may cause defects in memory, confused thinking, and drowsiness, 
along with other symptoms. Even the ingestion of large amounts of 
aspirin may produce poor appetite, nausea, and feelings of weakness and 

nervousness,” 

Congenital abnormalities may cause psychological difficulties, too. As 
an illustration, children with congenital heart disease often must restrict 
their activities, including social play. Thus, the defect may lead to feel- 
ings of isolation or inferiority. Recent surgical advances have made pos- 
sible treatments for restoring these individuals to health, and this may 
lead to striking psychological improvement. 

Emotional Effects of the Medical Examination. The way that a physi- 
cian handles the examination is crucial as to whether it will have a bene- 
ficial or harmful influence on the patient. Often a physical examination 
and the discussion of it with a physician in whom the patient has con- 

dence exerts a decided therapeutic effect. A case in point concerns both 
cancer and heart disease, Our culture has introduced so much fear of 
these disorders that almost everybody, especially in the older age groups, 
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fears he may become a victim of these afflictions. Elimination of the 
physical basis for these fears along with a simple discussion of the find- 
ings is invariably reassuring. 

On the other hand, the behavior of an incautious physician during an 
examination may be misinterpreted by some patients, and they may feel 
that he is holding back information that could be upsetting. The anxious 
individual is especially alert to facial expressions of the physician as he 
listens to the heart, to his comments to his nurse, and to the repetition of 
certain parts of the physical examination. The patient legitimately wants 
to know the reason for ordering additional laboratory procedures or for 
special examinations. There is a large group of people who suffer from 
“iatrogenic” heart disease. This word has been coined to describe 
physician-caused heart disease due to an emphasis on incidental findings 
concerning the heart which have no real bearing on cardiac function. 
Further, prescribing excessive periods of rest and restriction often leads 
to unfortunate attitudes of invalidism which can be eradicated only with 
great difficulty. 

A medical examination can be more beneficial to the patient if he is 
told the meaning of specific findings. It is rarely enough just to name the 
disorder or the causative agents of a particular syndrome. Different 
people have different concepts of various diseases based on similar diag- 
noses of people they know or have read about. These concepts may be 
entirely erroneous or inapplicable to their own case but may cause need- 
less anxiety. More difficult to elicit are childhood fears of certain diseases. 
For example, an aunt may have had a certain illness which made her a 
vaguely feared ogre of childhood; when the same diagnostic label is 
attached to the patient, he may have disturbing and unrealistic fantasies 
about many aspects of his personality that are not connected with the 
illness. 

Effect of the Medical Examination on the Psychotherapist. The medi- 
cal examination and its adequacy influence the confidence of the psycho- 
therapist. One of the constant fears of any conscientious psychotherapist 
is that he may be treating a psychological condition that is only the 
superficial aspect of an underlying physical dysfunction. While he is not 
completely relieved of this fear by an adequate initial medical examina- 
tion, he can at least proceed on the basis that a competent physician was 
unable to discover any underlying organic pathological defect, 

A medical orientation and examination are particularly necessary when 
the psychotherapist is dealing with some failure of the individual’s adap- 
tation that is sufficiently severe to be called “illness.” Here is a pertinent 
quotation from “The Resolutions on Relations of Medicine and Psychol- 
ogy,” approved by the Board of Trustees of the American Medical As- 
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sociation, by the Council of the American Psychiatric Association, and by 
the Executive Council of the American Psychoanalytic Association: 


The medical profession fully endorses the appropriate utilization of the skills 
of psychologists, social workers and other professional personnel in contributing 
roles in settings directly supervised by physicians. It further recognizes that 
these professions are entirely independent and autonomous when medical ques- 
tions are not involved; but when members of these professions contribute to 
the diagnosis and treatment of illness, their professional contribution must be 
coordinated under medical responsibility. 

Other professional groups such as psychologists, teachers, ministers, lawyers, 
social workers, and vocational counselors, of course use psychological under- 
standing in carrying out their professional functions. Members of these profes- 
sional groups are not thereby practicing medicine. The application of psy- 
chological methods to the treatment of illness is a medical function (8, p. 72). 


If the psychiatrist, who has a medical background, is frequently con- 
cerned about overlooking a physical involvement of the person, the 
psychological clinician who is untrained in physical pathology should be 
even more wary. 

Other Contributions of the Medical Examination. The initial medical 
examination provides a base line for future examinations when they be- 
come necessary. Then assessment of changes in the physical condition of 
the patient is more accurate. In other words, diagnosis is a continuing 
function of the person who assumes responsibility for the well-being of 
the client or patient. It is particularly helpful if the patient and the 
Psychological clinician can have a relationship with a physician who is 
known and trusted by both of them. It is better to be known well by a 
Physician than to be known poorly by a well-known physician, 

The medical examination may also help to deny or verify hypotheses 
that have been arrived at on the basis of a psychological interview. There 
are a number of indications suggesting medical illness which may be 
obtained during a psychological interview. They will be mentioned later 
an this chapter. Also, of course, the psychologist may suspect that there 
3S no physical basis for such complaints as headache, sleeplessness, back- 
ache, etc., and seek confirmation of his hypothesis from the physician. 


THE NATURE OF THE MEDICAL EXAMINATION 


The medical approach to the patient may be divided into three large 
Sections: the medical history, the physical examination, and the labora- 
tory examination. 

The Medical History. For a variety of reasons, a physician does not 
usually conduct a client-guided interview. He is more likely to follow 
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a fairly standard and systematic line of questioning. He initiates the inter- 
view by requesting complaints for which the patient has sought aid. 
These are usually subsumed under the category of “chief complaint” 
(abbreviated C.C.). 

The next section is usually concerned with the “present illness” (P.I.). 
Here the physician elicits a history of the complaint, its duration, severity, 
periods of absence of the complaint, and the setting in which it began. 

In the next section, “past history” (P.H.), the physician goes over the 
past medical background which led up to the beginning of the present 
illness. Obviously, this inquiry is difficult when there is no chief complaint 
around which the physician can orient his line of questioning. The routine 
physical examination and medical history may be quite unproductive 
when the examiner has no idea what he is looking for. This has been 
particularly true of military physical examinations where some abstract 
idea of “normality” was applied to each individual. Such criteria are 
helpful only where there are quantifiable measures such as blood pres- 
sure, pulse rate, and other physiological measures. 

In connection with this topic, we should like to point out that when a 
patient is referred to a physician the referring psychologist should try 
to designate certain areas of doubt or weakness that he would like to 
have investigated. If he does not do this, but simply asks for a blanket 
medical clearance, both he and the physician become more concerned 
with achieving some sort of sanction to be free of any doubt about the 
patient’s physical status than they are about finding particular dysfunc- 
tions. 

The next section of the medical history is an inventory called “review 
of systems.” First, a general review concerns weight changes, chills, fever, 
sweats, skin eruption, jaundice, tension, and allergic responses (hay 
fever, asthma, hives). Next, the physician begins at the top of the person 
to review subjective complaints. 

1. The head and neck. The examiner inquires about the presence of 
headaches, their frequency, intensity, the location of the pain, and the 
presence or absence of nausea or other neurological accompaniments 

(e.g., light flashes), He also asks about faintness, dizziness, and periods 
of unconsciousness, 

2. The eyes. Here the examiner is interested in whether glasses are 
worn, the type and extent of visual disability, pain in the eyes, photo- 
phobia (aversion to light) and disturbances in the visual field (“blind” 
spots or constriction of the total field). 

3. The ears and nose. The patient is asked about pain, discharges, 
deafness, previous mastoid infections, and local infections. Obstruction 
of the nasal passages and intactness of the sense of smell are investi- 


gated. 
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4. The mouth and throat. Here the questions are about the gums, 
whether they are sore or bleeding; coating, soreness or swelling of the 
tongue; and about the teeth, The examiner also inquires about pain, 
hoarseness, or postnasal drip in the throat, Questions about tonsils and 
adenoids and their removal are usually included. 

5. The chest. The lungs and heart and their functioning are of major 
interest. Coughs, shortness of breath, attacks of asthma, and swelling of 
the ankles (related to heart failure), all come in for questioning. 

6. The gastrointestinal system. The investigation covers such items as: 
appetite, food intolerances, inability to swallow, episodes of nausea, 
belching, constipation and diarrhea, use of laxatives, anal itching, and 
rectal pain or bleeding. 

7. The genitourinary system (G.U.). Is there a history of colicky 
pains, inability to retain urine, blood in the urine, venereal disease? For 
women, questions concern the menstrual cycle, miscarriages, abortions, 
Vaginal discharges, and genital pain or itching. 

8. The extremities and joints. Pain, swelling, redness, and varicosities 
are the usual categories about which the patient is questioned. 

9. The blood system (known as the hemopoietic system) and the endo- 
crine system can be classed together. Questions are raised about anemia, 
blood disorders, bleeding tendencies, menstrual irregularities, and toler- 
ance or intolerance of heat and cold. 

10. Past illnesses. The patient is asked about infectious diseases such 
as diphtheria, rheumatic fever, and scarlet fever and their sequelae. 
Previous traumatic and surgical episodes are noted. The physician is 
especially concerned with their influence on present adaptation, e.g., 
Sequelae of paralyses or of head injuries. 

11. The sexual history. The usual inquiries are made concerning early 
sexual information, onset of menses, masturbatory experience, number of 
Matriages, health of spouse, number of children, and sexual difficulties. 

he family history is next reviewed, and deaths of close relatives from 
such diseases as cancer, tuberculosis, diabetes, and high blood pressure 
come under close scrutiny. Also noted is the presence in the family his- 
tory of syphilis, allergies, and some psychotic conditions. 

Following this clinical history, the physician proceeds to carry out a 
Complete physical examination with particular attention to those areas 
which seemed to be important in the clinical history. 

The Physical Examination. The physical examination (1) utilizes four 
main methods: inspection, palpation, percussion, and auscultation. In- 
Spection means looking at the person; palpation means feeling his body; 
Percussion means tapping the body with the fingers and listening to the 
Sounds produced; and auscultation means listening to the sounds pro- 
duced within the body by physiological or pathophysiological processes. 
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Even though the physical examination begins after the history is taken, 
the alert physician is engaging in inspection throughout the history- 
taking procedure. He is already formulating hypotheses about the person 
and his illness, and these tentative formulations feed into his line of in- 
quiry. Thus he goes into more detail as he investigates certain bodily 
systems and a gradually organizing line of investigation emerges. 

Surgically ill patients often react quite differently to a physical ex- 
amination than do emotionally disturbed patients. For the patient with 
an acutely painful abdomen, the inhibition of shame and embarrassment 
is overcome by a great need to be relieved of the pain. Psychologically 
ill patients, however, may be stimulated, embarrassed, or made resentful 
by the physical examination. The physician should, therefore, show 
extreme respect for their sensitivities. At the same time he should not 
deviate from his main purpose of conducting a thorough examination. 

There is an old adage among medical practitioners that the difference 
between a specialist and a general practitioner is that the specialist does 
a rectal examination. Of course, there is sometimes justification for omit- 
ting the rectal and vaginal examinations with emotionally upset patients. 
Nevertheless, it seems that psychiatrists have become oversensitive about 

the patient’s presumed reaction to the examination of these areas (12). 
If these examinations are carried out with restraint, dignity, and a kind, 
but cool, professional manner, there are few patients who will be dis- 
turbed by this sign of thoroughness on the part of the examiner. 

Reactions to the physical examination have been studied by Reider 
(7) and reported in an interesting article. Only a few patients refused to 
be examined, and all of them were severely disturbed patients. He also 
illustrates the defensive nature of the joking that patients employ to cover 
up their anxiety and concern about their bodies. 

The physical examination essentially follows the review of systems de- 
scribed in the history taking. It begins with the general characteristics 
of temperature, pulse rate, respiratory rate, height, and weight. Some 
physicians include the measurement of blood pressure as part of the 
general assay of the patient. They then generally progress from an ex- 
amination of the gross anatomical areas of the head and neck down the 
body. 

While we shall not go into detail about the procedures of the physical 
examination, we shall mention some of the observations that are usually 
made. The physician inspects the general conformation of the body, the 
amount and distribution of fat, and the characteristic posture, He notes 
characteristics of the skin, hair, and nails. He observes bones and joints 
for signs of deformity, as well as noting any structural peculiarities of 
eyes, ears, nose, and throat. With his fingers, he palpates the body for 
swollen lymphatic glands, unusual masses in the abdomen, rigidity and 
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tenderness of abdominal areas. The chest cavity is examined by percus- 
sion and auscultation, and the heart sounds are listened to with a stetho- 
scope. 

We may profitably make a few added comments on the cardiovascular 
system since it is a common source of anxiety among patients. Heart mur- 
murs as detected by the stethoscope do not necessarily indicate clinical 
heart disease. Failure to recognize this fact has caused a great deal of 
grief to many a cardiac “invalid,” whose invalidism was caused by a 
misinterpretation of normal variations in the heart sounds. 

The blood pressure is another diagnostic feature which has been 
grossly exaggerated. Normal blood pressure in young adults averages 
120/80. (These figures refer to the height of a column of mercury in 
millimeters—a way of measuring pressure.) The 120 indicates the sys- 
tolic pressure, which is the pressure at the moment the heart is maximally 
contracted. The 80 stands for the diastolic pressure, i.e., at the time the 
heart is relaxed. So-called low blood pressure is seemingly an advantage 
for it is correlated with longevity in the tables of the Metropolitan Life 
Insurance Company. It is rarely, if ever, the cause of dizziness, fainting 
spells, or tenseness, as was previously thought. High blood pressure, con- 
versely, is often not in itself the cause of headaches, tenseness, dizziness, 
or weakness, It must be evaluated in the light of the total biological and 
Psychological functioning of the organism. 

The electrocardiagram should also be mentioned since it is such a 
commonly used test in the diagnosis of heart disease. It is the graphic 
recording of small electric currents which develop in the heart during 
each of its contractions. While it is most useful in detecting coronary 
artery disease, it is often used solely for reassuring the patient. In such 
cases, the physician unfortunately leans on a mechanical rather than 
interpersonal method of dealing with the patientť’s anxiety. 

The Laboratory Examination. The third major division of the general 
medical examination is the laboratory examination. This may be divided 
Into routine tests and specialized tests. 

Routine tests are those that are done in the course of the initial evalua- 
tion of the patient. The first of these is the serologic test for syphilis. 
Syphilis is well known as a disease that may simulate any other disease. 

€ only way to avoid overlooking it is to use the very accurate serologic 
tests that have been developed to detect it. It is most gratifying to have 
a Particularly baffling diagnostic problem settled by a positive serologic 

nding of syphilis. This is especially true because of the effectiveness of 

e antibiotic substances currently used in treatment. 

: e most common serologic test is the Wasserman test, named after 
its discoverer, Other commonly used methods, relying on a slightly dif- 
ferent principle of detection, are the Kahn and the Kline tests. Basically 
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these tests depend on the principle that the tissues of the diseased person 
form substances to combat the disease. These substances are called im- 
mune bodies or antibodies. The causative disease agent is called the 
antigen, in this case the microorganism (Treponema) producing syphilis. 
Reactions which occur when the antibodies in the blood sample unite 
with the antigen or its substitute permit the laboratory technician to 
determine that antibodies are present. 

The use of serum (hence the name serologic test) yields a result which 
is approximately 90 per cent accurate. In the diagnosis of neurologic and 
psychiatric conditions involving the central nervous system, the peripheral 
blood is positive (i.e., indicative of disease) in almost 90 per cent of the 
patients. 

A sample of the patient’s blood is also examined routinely for the num- 
ber of red and white blood corpuscles per cubic centimeter (the “blood 
count”). The average number of red corpuscles is 5 million per c.c., 
with a somewhat lower average in women. Deviations from this figure 
must exceed a million to warrant attention. 

The number of white cells varies between 6,000 and 10,000 per cubic 
milliliter. More than this usually indicates an infectious process, while a 
smaller figure indicates some severely debilitating or toxic process. Count- 
ing the different kinds of white cells (a “differential” count) is done 
routinely in some hospitals, but others do it only when the normal limits 
for the total white count are exceeded. The differential count is helpful 
in indicating the types of invaders that the white blood cells are fighting. 
Thus, in acute infectious diseases a certain type of white blood cell (the 
neutrophil) is proportionately increased, while in more chronic infec- 
tions such as tuberculosis another kind of white cell (the monocyte) 
predominates. 

Hemoglobin determinations are also routine and are indicative of the 
type of anemia that is present. Hemoglobin is the oxygen-carrying sub- 
stance in the red blood corpuscles. The average amount of hemoglobin 
is about 15 grams per 100 c.c., with a lower average among women. 

Urinalysis is another of the routine laboratory tests. The urine sample 
is examined for color, acidity, specific gravity, and the presence of al- 
bumin, sugar, and blood. The sample is also inspected microscopically. 
By this relatively simple procedure, diabetes, and disease of the heart, 
kidney, or liver may be detected. 

Another procedure that has become almost routine is the chest X ray. 
Most medical centers and physicians now use microfilms and employ 
the large standard-sized plates only when there is something suspicious 
on the smaller, less sharp films. Although pulmonary tuberculosis, the 
chief reason for routine chest plates, is on the wane, the great increase 
in carcinoma of the lung makes the chest film a valuable adjunct to 
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diagnosis. It is especially important since chest cancer can be operated 
on very successfully when detected early. 

There are almost innumerable other laboratory procedures. Very often 
they are ordered somewhat haphazardly as a shotgun aid to an obscure 
diagnostic problem and are often more harmful to the patient than 
helpful. Specific indications from the findings of the other procedures 
are required before they should be requested. Certainly patients with 
emotional illness are the very ones in whom the physician makes a fruit- 
less, prolonged search for the etiologic organic cause. Some of the most 
useful of these ancillary tests will be described under the heading of 
the neurological examination. 

There are, however, some physical illnesses often mistaken for psy- 
chological illnesses, and laboratory procedures are helpful in their diag- 
nosis. With symptoms referable to the gastrointestinal tract, examina- 
tion of the stool specimen may reveal disease. An example is amebiasis 
in which infestation with small amebic parasites produces symptoms of 
fatigability, depression, loss of appetite, and occasional diarrheic and 
bloody stools. Blood in the feces is almost invariably a reason for refer- 
ring the patient to a physician. 

Since diseases of the endocrine glands often simulate psychogenic dis- 
orders, laboratory tests of their present status may be needed to supple- 
ment the usual medical examination. Of these, the basal metabolic rate 
(BMR) is the oldest and most commonly used. In hyperthyroidism the 

R is increased to a value more than 20 per cent of normal. In hypo- 
thyroidism the BMR is decreased more than 20 per cent below normal. 
It is important to remember that anxiety may increase the BMR by in- 
creasing the oxygen requirements of the organism. Feelings that the pa- 
tient had during examination of the BMR are worth inquiring into, 
therefore, in order to evaluate the effect of anxiety. A newer test, ap- 
Parently less affected by the momentary psychophysiology of the or- 
Sanism, is the use of radioactive iodine to measure thyroid function. 


THE NEUROLOGICAL EXAMINATION 


The neurological examination is one of the specialized examinations 
which supplements the general medical examination (10). It is important 

om our point of view because organic diseases of the nervous system 
may manifest themselves initially as behavior and psychological prob- 
ems. A striking demonstration of this fact is given in a recent study of 
rain tumors (9). It was found that almost 50 per cent of such tumors 
first show themselves in the guise of psychological difficulties, 
The neurologist as a medical specialist has lost ground to the neuro- 
Surgeon, to the internal medical specialist, and to the psychiatrist. The 
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relationship between neurology and psychiatry has its roots in history. 
In the nineteenth century, the dictum was that there could be no psycho- 
logical illness without underlying brain disease. This may be true, in the 
sense that any change in function implies a change in structure, but the 
structural change may often be extremely minute. It may well occur at 
an ultramicroscopic level or even be a transient biochemical change that 
cannot be demonstrated in a fixed specimen of brain tissue used for mi- 
croscopic examination. The historical relationship between the two disci- 
plines has nevertheless continued to the present; two-fifths of the exami- 
nation given by the American Board of Psychiatry and Neurology deals 
with neurological subjects. 

A trend away from the marriage of these two specialties was stimulated 
by the concepts of psychosomatic medicine which seemed to imply that 
perhaps psychiatry should be closer to internal medicine. This trend is 
being reversed by such findings as those of Penfield and his group show- 
ing the intimate involvement of the temporal lobes in memory (6). He 
did such experiments as stimulating areas of the temporal lobe under 
local anesthesia and evoking strikingly clear and complete memories of 
remote times in the patient’s life. New interest has thus been evolving 
in the neural basis of mind. Research on the hypothalamus and deep 
structures of the brain showing their intimate relation to emotions has 
also stimulated renewed interest in structure as underlying function. The 
psychiatrist now operates in close contact with both neurology and in- 
ternal medicine. This is in addition to his main interest in behavior dis- 
orders, 

The Neurological History. Because specific impulses are carried by 
various neural tracts, neurological examination can often be strikingly 
accurate in the anatomical localization of lesions. Of course, less accuracy 
is possible in dealing with the higher cortical centers where function 
becomes less well localized. Lashley’s total-brain-substance concept as 
the significant factor in cortical function still seems valid except for such 
sharply demarcated functional areas as the visual and auditory. 

The neurological history does not differ greatly from the medical his- 
tory already outlined. There is, however, very close and detailed ques- 
tioning as to the chronological progression of the symptoms. The course 
of development of a symptom picture is one of the best clues to the 
localization of a lesion. Often the patient will attribute the onset of his 
symptoms to an external event such as a fall, but only rarely is the 
traumatic history of much importance. 

Certain symptoms are worthy of mention. Headache, particularly of 
a fairly constant and “deep” type, is most characteristic of brain tumor. 
It is rarely unilateral. However, diagnosing a brain tumor by the appear- 
ance of a headache often means that the diagnosis has been made too 
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late. The tumor usually causes headache by increasing intracranial pres- 
sure and, by the time this has taken place, the tumor is often inoperable. 

The characteristic headache in migraine is usually unilateral. Here at- 
tention must be paid to accompaniments such as nausea, vomiting, pe- 
culiar visual phenomena, photophobia, and depressed feelings. These 
headaches are not relieved by ordinary medication such as aspirin but 
are relieved by special medication such as dihydroergotamine, 

Another symptom which is always worthy of close scrutiny is convul- 
sions. The history of these should be meticulously taken. Certain types 
of “aura” (symptoms preceding the onset of the convulsion) often pro- 
vide the clue for locating the lesion which has acted as the trigger of a 
generalized convulsion. 

A special type of convulsion that should be mentioned is the psy- 
chomotor convulsion. This kind of seizure is usually on the basis of an 
irritative lesion of the temporal lobe of the brain and manifests itself 
further by abnormal behavior with amnesia. Usually the behavior is 
automatic, purposeless, and occasionally destructive. It is especially im- 
portant to recognize this as due to organic pathology, for drugs and 
surgical excision of the focus in the temporal lobe may be very useful 
in treatment. 

A type of convulsion, which is so important as to have retained the 
name of the person who originally described it, is the Jacksonian con- 
vulsion. It begins as a localized convulsion, a spasm in the face, hand, or 
foot, and usually spreads to the entire body. The lesion is located in the 
contralateral motor cortex. 

The Neurological Examination Proper. The most important task of the 
neurologist is the close observation of the patient from the moment of 
introduction, The patient's alertness, orientation, memory, gait, ability to 
stand erect must all be subject to scrutiny. The skin is carefully examined 
for pigmentation, changes from “normal” to dryness (often indicative of 
the level of a spinal cord lesion), and coarseness (a sign of endocrine 
disease), Examining the head for dilated veins is important. A throbbing 
temple artery or bony prominences are often clues to underlying growths. 
Stiffness of the neck is a well-known sign of nervous-system irritation. 
It may indicate poliomyelitis or meningitis, even though the patient is 
subjectively aware of only irritability or excessive tenseness. 

The Cranial Nerves. Next to be examined are the areas served by the 
cranial nerves, These consist of the twelve nerves that bilaterally in- 
nervate the head and neck. 

The first is the olfactory nerve or nerve of smell. It emerges from be- 
low ‘the frontal lobes and may be involved in lesions of these lobes. 
Disease involving this nerve often results in a loss of the taste of food 
since much food “flavor” is actually due to odor. Simple tests such as 
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having the patient smell cigarette tobacco in one nostril and then the 
other will often reveal the sensory deficiency. 

The second cranial nerve is the optic nerve. Disturbances of vision are 
often the first symptoms of intracranial growths or irritation. The optic 
pathway is a long one, extending from the retina to the occipital lobes 
at the back of the brain. Lesions of this pathway produce different visual 
defects that depend upon the location of the lesion, For example, lesions 
impinging on the optic chiasm (the “cross-over” of the optic nerves from 
the two eyes) often produce hemianopsia. In this condition, the right 
or left half of the retina is rendered nonfunctional, and the visual field 
is correspondingly blocked out. Hemianopsia is usually bilateral. Other 
disturbances that may be mentioned by the patient are flashes of light 
or gaps in the visual field. Sometimes the patient is unaware of visual 
defects and simply reports that he often bumps into objects on the right 
or the left. 

Swelling (edema) of the head of the optic nerve is an important 
neurological sign. It can be observed by looking into the eye with an 
ophthalmoscope. An elevation of the region where the optic nerve enters 
the retina will be seen, This sign, called papilledema or “choked disk,” 
is crucial in the determination of increased intracranial pressure, The 
two signs of headache and choked disk, together with the symptom of 
vomiting, comprise the dramatic “triad” of brain tumor symptoms, Un- 
fortunately, they are present only when the tumor is advanced. 

The third, fourth, and sixth nerves (oculomotor, trochlear, and ab- 
ducens) are grouped together in the examination for they supply the 
small muscles which move the eye about. Subjective evidence of their 
dysfunction is provided by the patient’s report of double vision (diplo- 
pia). This symptom is almost invariably an indicator of organic involve- 
ment. 

Examination of the pupils is very important, Inequality of the pupils 
is often a symptom of intracranial lesions such as subdural hematoma, 
a condition in which bleeding has taken place under the dura (the 
fibrous covering of the brain) and which simulates psychosis, The failure 
of the pupils to respond to light is often a symptom of syphilis of the 
central nervous system. 

The fifth (trigeminal) nerve supplies the face and muscles of mastica- 
tion. Tumors in the posterior part of the cranial vault often affect it. 
Lesions of this nerve may result in persistent pain in one side of the face. 
In this condition, known as trigeminal neuralgia, there are attacks of 
intense, shooting pain, usually on one side of the face, These attacks 
ordinarily last only a few minutes, and the patient may be symptom-free 
for long periods between them. The cause of this disorder ig not known. 

The seventh (facial) nerve is often the first nerve to be involved in 
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diseases of the nervous system. Sometimes a flattening of the nasolabial 
fold (the crease between the wing of the nose and the corner of the 
mouth) on one side is the first and, for a long time, the only symptom 
of a brain tumor. It can often be detected when the patient smiles and 
shows asymmetry of the face. 

The other cranial nerves are usually involved only in widespread 
lesions of the central nervous system. 

The Brain. We shall now consider some observations related to the 
cerebrum or the two large convoluted hemispheres of the brain. Each 
hemisphere may be divided into four lobes: frontal, parictal, temporal, 
and occipital. 

The frontal lobes were once considered a silent area, but they are now 
thought to be related to “higher” functions such as esthetic appreciation 
and the capacity for empathy. Often the first signs of disease in this 
region will be a deterioration of the “moral” behavior of the individual. 
Coarse, inappropriate behavior in social situations is often given as an 
example of this kind of deterioration. This area also has many connec- 
tions with the hypothalamus, a structure intimately involved in emotional 
activity. The interruption of these connections seems to be an essential 
part of frontal lobotomy, a surgical procedure that sometimes helps in 
certain kinds of otherwise untreatable psychoses. 

Destructive lesions of the frontal lobes cause varying degrees of 
euphoria, habit change, and loss of memory and orientation. These symp- 
toms are most common when the dominant lobe is affected, i.e., the one 
on the side opposite to the handedness of the individual. It is important 
to diagnose lesions of this area even late in their course for large parts 
of the frontal lobe may be removed without disturbing the successful 
functioning of the individual. 

The parietal lobe comprises most of the cerebral hemisphere. Its most 
important structure is the sensory cortex, which lies adjacent to the motor 
cortex at the back of the frontal lobe. A lesion of the sensory cortex 
Produces symptoms of loss of sensation on the side of the body opposite 
to the site of the lesion. Many times this sensory loss is not immediately 
apparent to the patient. For example, a patient may burn himself re- 
Peatedly before he discovers that he feels no burning sensation. 

The occipital lobe, at the back of the cerebrum, is involved in visual 
function. Each lobe receives impulses from the retina of the eye on the 
side opposite to it. Tumors in this region may result in defects of the 
visual field such as hemianopsia. The occipital area is often affected 
in children with brain tumors. 

Lesions of the dominant temporal lobe often produce a peculiar feel- 
ing of “dreaminess” or a feeling of change of “self.” These may be the 
only indication of disease in this area. One of the centers of speech is also 
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located here, a center involved in the comprehension of auditory stimuli. 
Further, as recent investigations seem to show, this region may be quite 
significant for memory. 

Detailed discussion of the cerebellum is not required here. Lesions 
of this small structure produce symptoms which are apparent even to 
relatively untrained observers. Common symptoms are unsteadiness, dis- 
turbances of gait, and disturbances of equilibrium. They obviously indi- 
cate severe disturbance of the nervous system. 

The Spinal Cord. The areas served by the nerve tracts stemming from 
the spinal cord are examined for sensory function, motor function, and 
reflexes. By careful examination of these areas, a skilled neurologist can 
locate lesions of the spinal cord within one millimeter. This fact is of 
more than academic interest for it makes possible a prescription of the 
site of operation for the neurosurgeon. An interesting illustration is 
furnished by a young female patient. She was diagnosed as having a 
lesion of the spinal cord at the level of T-10 (the tenth thoracic segment 
of the spinal cord, which is divided into thirty segments). The diagnosis 
was possible because of close observation of a single clinical phenome- 
non. Whenever her umbilicus touched something cold, as happened 
when she did her washing at the basement laundry tub, she would 
involuntarily urinate. In the hospital examination, this phenomenon could 
be repeated by using an ice cube. Subsequent operation revealed a 
blood-vessel tumor at the level of T-10 in the spine. 

Sensory function is examined by testing the patient’s ability to sense 
light, touch, pain, temperature, point pressure, vibration, and point dis- 
crimination. Since these sensory functions involve different tracts in the 
spinal cord, location of defects indicates the location of the affected tract. 

Hysterical sensory disturbances may be distinguished from those due 
to organic factors by the fact that the former affects all the sense modali- 
ties equally. In addition, sensory defects in hysteria usually affect the 
body parts that are perceived as functional units by the patient, and 
they have sharp boundaries. Thus we find a “stocking” or “glove” an- 
esthesia. In genuine organic disability, the sensory loss is irregular and 
corresponds to the distribution of nerve pathways. An interesting ques- 
tion was once raised as to the kind of symptom which would be show? 
by a neurologist with hysteria. An actual case report of such a patient 
showed that he manifested the sharply demarcated glove anesthesia; 
apparently his intellectual functions did not participate in his emotional 
difficulty. 

Evaluation of motor function begins with inspection. The limbs are 
examined to see whether they are overdeveloped (hypertrophied ) or 
wasted (atrophied). Simple tests of strength are used, one of the com- 
monest being to grip the examiner’s hands. Not only must some standard 
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of normal strength be kept in mind by the examiner, but he must com- 
pare one side of the body with the other, since differences in response 
of the two sides are more significant than absolute changes. 

People are usually more aware of motor disturbances than they are 
of sensory loss, and they may help the examiner by telling of difficulties 
they have noticed. Nevertheless, psychological mechanisms of denial of 
disability may prevent the patient from giving a report to the examiner. 
Consequently the neurologist asks the patient to perform a number of 
simple movements in order to check intactness of motor function. Even 
before the formal examination begins, an experienced examiner may 
make a number of useful observations. For example, he may examine 
the patient’s shoes and notice that the scuffing at the toe of one shoe 
is more marked than it is on the other. He infers that foot “dragging” 
has been going on for some time. 

Because war injuries have increased the number of people with motor 
disabilities, it may be worth while to define some commonly used terms. 
The term “paraplegia” refers to paralysis of both legs. When only one 
extremity is paralyzed, it is called monoplegia. When one side of the 
body, including both the arm and the leg, is paralyzed, the condition 
is called hemiplegia. 

Examination of the reflexes is commonly identified by the lay public 
as the “neurological examination,” probably because there is something 
impressive about using a small rubber hammer to strike a tendon. One 
of the most commonly examined reflexes is the patellar reflex. It is 
elicited by striking the patellar tendon just below the kneecap to pro- 
duce a kick of the foot. Not all reflexes are elicited by tapping. Some 
are obtained by stroking or rubbing the skin. In the case of the pupillary 
reflex, light is used as the stimulus. 

The reflexes are used to examine the functional integrity of the spinal 
cord since, theoretically, it can respond at the reflex level without the 
participation of the higher centers. Different reflexes are available for 
examination from the neck down and provide valuable clues for deter- 
mining which regions of the cord are intact. Again, as with motor func- 
tions, it is important to compare the findings from one side of the patient 
with those from the other. Very hyperactive reflexes, if equal, may indi- 
cate general bodily tension more than anything else. 


NEUROLOGICAL LABORATORY TESTS 


The most frequently used tests are: examination of the cerebrospinal 
fluid, X rays of the skull and spinal column, and recording of the electri- 
cal activity of the brain. Supplementary procedures consist of injecting 
air or radio-opaque substances into the spinal-fluid pathways to aid in 
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visualization of various structures by X ray. Recently, radioactive iso- 
topes have been injected because they seem to concentrate in tumorous 
areas. 

The Cerebrospinal Fluid. The cerebrospinal fluid is a clear, colorless 
fluid which comes into contact with almost every part of the central 
nervous system. It can be fairly easily obtained by the puncture of the 
spinal canal in the low part of the back so as to draw out fluid for 
examination. Furthermore, at the time of the puncture, the pressure 
of the fluid can be measured. This pressure may indicate a disease 
process. For example, it may be elevated when a brain tumor is present, 
and normal or low in the case of tumors of the spinal cord which prevent 
free communication of the fluid throughout the spinal canal. 

The fluid itself should be examined for color, cell count, globulin and 
total protein, the “gold curve,”* and the Wasserman reaction. Abnormal 
findings in any of these categories indicates disease of the central nervous 
system. The Wasserman test for syphilis is especially important since 
there are a few patients who do have syphilis of the nervous system 
but whose disease will not be detected by the routine blood test men- 
tioned earlier. 

X-ray Examination. Plain X-ray films of the head and spinal column 
will occasionally reveal signs of organic pathology; but often it is neces- 
sary to inject air or radio-opaque substances such as certain dyes in order 
to make a diagnosis. 

One reference point that can be seen in X-ray films is the pineal gland. 
In almost 60 per cent of adults this gland is sufficiently calcified to be 
visible in X-ray photographs. This gland is normally located in the mid- 
line of the skull, but it may be displaced from its normal position by 
some disturbance on one side of the brain, Furthermore, plain X rays can 
reveal changes in the bony seat of the pituitary gland or erosions of 
the bony container of the brain. Such findings indicate intracranial 
pathology. 

Since 1918, air studies have been an extremely useful adjunct to the 
diagnosis of neurological lesions. The air is introduced into the lower 
spine by about the same procedure as is used in withdrawing spinal 
fluid. Since the air is lighter than the fluid, it floats to the skull cavity 
and, in various positions of the head, outlines the brain substance in 
quite a striking way. Many suspected neurological lesions have been 
detected by this method. 

A small percentage of lesions not shown by air studies can be visual- 

1In this test ten different dilutions of the spinal fluid are prepared. When a sus- 
pension of colloidal gold is added, various changes in color may occur. Particular 
atterns of color changes are associated with such diseases as central-nervous-system 


syphilis, multiple sclerosis, and meningitis. A negative reaction is shown by the se 
of any change in color. 
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ized in two other ways. Injecting opaque dyes into the spinal canal 
(myelography) will reveal spinal cord lesions. Injections into the blood 
vessels (arteriography) will outline the blood supply of the brain on 
X-ray films. 

Electroencephalography. Little more than twenty-five years have 
passed since the introduction of electroencephalography (EEG), but it 
has become an important aid to the clinician in this brief span. The tech- 
nique involves the amplification and recording of the minute electrical 
currents produced by brain cells. It is especially useful in diagnosing 
epilepsy, cerebral tumors, residuals of head injury, and less common 
diseases such as aneurysms (small dilatations of blood vessels) and 
hematomas (collections of blood, usually due to trauma). Using the 
EEG, it is often possible to locate the site of focal lesions of the brain. 
This procedure was largely responsible for the discovery of a syndrome 
called temporal-lobe epilepsy, which is occasionally the basis for a clini- 
cal picture of psychosis or for extreme behavior deviations. 


SOME SPECIFIC PROBLEMS 


Physical Disease Masquerading as Emotional. A young woman pre- 
sented herself at a university student health clinic with symptoms of 
inability to study, tiredness, difficulty in getting along with men, and 
a general feeling of sluggishness. Physical examination and laboratory 
tests revealed no abnormalities. She was treated psychotherapeutically 
by a psychiatric resident for some months. Although she showed gradual 
improvement, the feeling of fatigue never left her completely. One 
day the young physician suddenly had a flash of an alternative diagnosis. 
He got a syringe of Prostigmine from the nurse and injected it into 
the patient. Within a few minutes she felt better than she had in several 
years. He had suddenly realized that her symptoms were partially due 
to myasthenia gravis in which there is a blocking at the neuromuscular 
junction, preventing the nerve impulses from reaching the muscles. 
Prostigmine is a specific antidote for this condition. Psychotherapy was 
continued. The patient did have personality problems, but she also had 
a physical disorder. She continued to take Prostigmine by mouth and 
her tiredness disappeared completely. In psychotherapy, she worked 
through her interpersonal problems at a much faster rate. 

This case illustrates the difficulty and complexity of the diagnostic 
problem, Most people do have personality disorders of some degree, 
but this does not make them immune to physical illness. Stewart Wolf 
recently reported a study in the Cornell University Medical School Clinics 
(12) in which it was found that 6 per cent of the psychiatric patients 
under treatment for psychological disturbances had also some physical 
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disability. This figure excluded the typical psychosomatic illnesses and 
was based only on such organic illnesses as tuberculosis and carcinoma. 
Unfortunately, referring a patient for a “complete checkup” does not 
relieve the psychotherapist of his responsibility when physical disease 
is found. He has the advantage of observing and knowing the patient 
more thoroughly than is possible for any physician in a half-hour exami- 
nation. 

We need to realize that the patient soon learns to sense and use the 
attitudes of the person treating him. Thus, if a general practitioner is 
made uneasy by the patient’s story of emotional difficulties, the patient 
may suppress such remarks, perhaps out of liking for the physician. 
And conversely, the patient may learn to suppress mention of his physical 
problems when talking to a psychologist. We should not underestimate 
the ability of patients to be selective and to tell us what they think we 
want to hear. 

In a parallel fashion, we hear what we want to hear. As clinicians, 
differences in training and experience make us sensitive to different 
kinds of facts and lead us to different interpretations of the same observa- 
tions. To a psychologist, the meticulous tale of a patient’s last hospitaliza- 
tion may be uninteresting; yet the story may contain the single clue for 
explaining the persistence of certain difficulties despite seemingly suc- 
cessful psychotherapy. Much depends upon the responsibility that the 
psychological therapist is willing to assume. It would seem that, as an 
expert in human behavior, he cannot shirk the obligation to be well 
informed about the interrelations of organic and psychological phe- 
nomena. 

One of the difficulties in arriving at appropriate treatment is that many 
people use the mechanism of denying physical illness. They will not go 
to the dentist until the pain becomes impossible to ignore. The whole 
system of American medicine is predicated on the assumption that the 
patient knows when he should consult a physician. This seems to be 
a vast overevaluation of the ability of the patient to judge when his own 
internal processes have failed to adapt. And the inability to judge is 
even greater in the case of psychological illness. The psychologist, there- 
fore, must not rely solely on the patient’s subjective discomfort to deter- 
mine when a referral to a medical specialist is needed. Notoriously, 
cancer is silent until it is well along in its course; that is why there is 
a great deal of publicity given to the need for early examination, Simi- 
larly, many metabolic diseases do not announce themselves by pain. 
They manifest themselves in many subtle ways; and one of the ways 
is by psychological changes. $ y Eh 

There is another mechanism which deserves attention, although it is 
not hard to evaluate. That is the tendency of some patients to ascribe 
certain disturbances to parts of their bodies that have been previously 
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affected by another illness. Recently a patient was seen who had coro- 
nary heart disease; he referred all the pain to his back, the site of an 
earlier, severe injury. The back injury was like an “old friend,” and 
pains in that location did not frighten him as much as the new symptoms 
produced by the heart disease. ; 

A famous story illustrating how physical disease can masquerade as 
emotional concerns George Gershwin, the composer. His main complaint 
was persistent headache. Prior to his death, he had undergone psy- 
chiatric treatment for a long time, but the eventual cause of his death 
had not been detected: a brain tumor. 

Emotional Disorder Masquerading as Physical. Foremost among the 
emotional disorders that simulate physical ailments is hysteria or psy- 
chophysiological reactions. Under this diagnosis we may find convul- 
sions that superficially resemble those of epilepsy, restrictions of the 
visual feld that resemble those caused by neurological lesions, and 
paralyses of various kinds. A dramatic psychophysiological concomitant 
of a hysterical reaction that is occasionally encountered is false preg- 
nancy (pseudocyesis) in which almost all of the outward signs of preg- 
nancy appear including absence of the menstrual period and breast 
changes, Obviously in all these cases, careful examination is required 
in order to establish the absence of organic pathology. 

In World War I, the chief complaints of the soldiers centered about 
the cardiovascular apparatus. These symptoms were variously named 
“effort syndrome,” “neurocirculatory asthenia,” or “soldier’s heart.” After 
efforts to link the syndrome to organic disease proved fruitless, it was 
finally recognized as a neurotic disorder. In World War II, for unknown 
reasons, the majority of complaints seemed to center about the gastro- 
intestinal system, with symptoms of diarrhea, nausea, cramps, and loss 
of appetite. Diligent search by medical corps physicians failed to reveal 
a physical basis for these complaints, but ample evidence of psychological 
stress was found in the personal histories and the environment of the 
men. 

We must emphasize, however, that establishing a disorder as primarily 
Psychological does not mean that physical changes will be missing. A 

ysterical paralysis can sometimes lead to atrophy and contractures of 
the muscles in an extremity so that genuine physical changes become 
the most prominent part of the illness. Peptic ulcer is probably a psycho- 
Somatic disorder, but there is a very real ulceration of the mucous lining 
of the stomach wall. This predisposes the ulcer patient to bleeding, with 
a possibly fatal outcome, and medical management should take preced- 
ence over ps ical management. 

Use of boas aed dott relies rather heavily on the use of 

gs in the treatment of patients. Occasionally, he may rely too heavily 
on their use, since drugs often prevent a real understanding of the disease 
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process. The situation is similar to using penicillin as a kind of “shot- 
gun therapy” for all infections. Physicians often have a tendency to 
prescribe sedatives to patients with emotional difficulties. Overuse of 
sedatives may very well mask the psychological problem and hinder 
psychotherapy. In some instances, of course, the converse may be true. 
Drugs may facilitate psychotherapy, particularly when a patient is so 
anxious that he deals with his problems in only an unreasoning, panicky 
way. A rich field for combined research is the dynamic use of drugs, 
i.e., finding out how the physiological action and the psychological mean- 
ing of drugs can be combined so as to be most effective. 


A young pharmacist consulted a psychiatrist because of his addiction to 
barbiturates. He was taking Seconal tablets in the amount of ten to fifteen 
grains a day. The average therapeutic dose is one and a half grains a day. 
Psychotherapy proceeded sluggishly without great improvement, and the pa- 
tient continued to take the same amount of Seconal. One day the patient 
brought in the following dream: He was walking along with a sack of red 
potatoes on his back and wanted to barter them for other goods. He went to 
a store but found nothing to equal the potatoes in value and decided to keep 
them. Once he and the therapist had discussed the fact that Seconal tablets 
are red, the meaning of the dream became clear. He was stating quite simply 
that neither the therapist nor anyone else had anything to offer him which was 
as good as his Seconal. 

At this point, the therapist prescribed Serpasil, a new “tranquilizing” drug 
made from Rauwolfia root (an East Indian herb preparation). In one week 
the patient had completely given up the Seconal, which he had been taking 
for a year prior to coming for treatment. The therapist had offered him a 
drug substitute in a concrete sense when the psychological substitute was 
deemed inferior by him. The psychotherapy continued, of course; but the 
dullness of his responses due to the intoxicating effect of the sedative was 
eliminated. Thus, treatment could proceed at a faster pace. 


The clinical psychologist, of course, cannot prescribe drugs or other 
medicines. In institutional settings, however, where he works as part of 
a team, he may consult with medical colleagues about the advisability 
of using drugs in specific cases. He should then be aware of both the 
psychological and pharmacological effects of the drug. 

Dealing with Psychotic Conditions. The clinician must always be 
alert to the possible presence of psychotic processes (4). They are not 
always manifest in the clear form presented in textbook illustrations. 
When this is true, the clinician may commit the grave error of treating 
with minor methods a condition that requires more heroic measures, 
such as the organic and somatic therapies. He may also tamper with 
psychological processes which the person had safely under control, and 
thus touch off a major conflagration (psychosis) in order to put out a 
small fire (neurosis). 
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The traditional signs of psychosis—delusions, hallucinations, and loss 
of reality testing—are not present early enough to establish the diagnosis 
of beginning psychotic conditions such as schizophrenia. The situation 
is much the same as that mentioned in connection with brain tumors: 
by the time the symptom triad of vomiting, choked disk, and headache 
are present, the disease is already far advanced. To detect early psy- 
chosis, the clinician must be sensitive to minor bizarreness, seemingly 
small distortions of perception, and his own minimal empathy with the 
patient. All this requires experience that can be gained only from work- 
ing with early and advanced psychotics for a considerable time. The 
need to develop such sensitivity is one of the best arguments in favor 
of the clinical psychology interneship. 


THE REFERRAL AND MEDICAL REPORT 


Psychologists who are skillful interviewers will often elicit facts sug- 
gesting the desirability of medical studies. In many instances, all that 
is called for is a suggestion on the part of the psychologist that his client 
should consult a physician regarding certain symptoms. Thus, in voca- 
tional counseling, or in evaluating industrial personnel, the psychologist 
may be told about chronic gastrointestinal complaints, pains in the 
chest, or headaches. If the client has avoided seeking medical assistance 
for these symptoms, the psychologist may urge him to see his physician 
as part of the total planning activity. This is not a formal referral, and 
the psychologist does not expect a report from the physician. 

In some cases, however, the psychologist has a continuing contact with 
his client, and medical findings may have an important bearing on his 
recommendations to or treatment of the client. Such situations are likely 
to arise in educational or vocational counseling with handicapped peo- 
ple, in the diagnosis of educational failure, and in psychotherapy. Here 
the clinician may need to make a formal referral by letter to a particular 
Specialist, requesting specific information. Obviously, this is a matter 
for cooperative planning by client and clinician, and the client’s per- 
mission should be obtained for the clinician to disclose some of the facts 
to the medical specialist. In choosing a physician, it is usually a good 
idea to suggest that the client discuss the matter with his regular physi- 
cian and seek his advice if a medical specialist is to be chosen, If the 
client has no continuing relationship with a physician, the psychologist 
May suggest several names from which the client may choose. 

If possible, the referring psychologist should write the letter of referral 

has been selected. It should, of course, 


directly to the physician who 
be timed so ral: enes the physician prior to the appearance of the 


patient in his office. The letter should include a brief statement of the 
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psychologist’s findings and the reason for the referral. The psychologist’s 
impression of the patient should be stated or a clinical diagnosis given 
if it has been established. The letter should also indicate whether some 
particular organic condition is suspected or whether merely a general 
“clearance” is required. In some instances, a telephone contact may 
supplement or even substitute for the letter. 

The medical report which will be received by the referring psychologist 
should, if well written, contain the chief findings elicited during the 
medical examination. It should emphasize “positive” findings (i.e., indi- 
cations of organic disturbance) and the interpretation of these findings. 
If certain areas of functioning are under suspicion by the referring 
clinician, then the report should mention negative findings in these 
areas, The physician should then indicate his recommendations for fur- 
ther study and treatment along with his evaluation of the part that the 
physical functioning plays in the total adjustment of the individual. 

In this communication between two disciplines, there is no substitute 
for face-to-face contact, even though a written report is essential. Lacking 
an opportunity for face-to-face contact, the two clinicians should try 
to have at least a telephone conversation. For the beginning clinical 
psychologist, medical terminology may seem quite formidable. He should 
not hesitate, therefore, to rely heavily upon a medical dictionary for help 
in understanding written medical reports (11). If questions still remain, 
he can at least talk more understandingly with the referring specialist 
after he knows the meaning of the terms used in the report. 

An Illustrative Case of Referral and Report. A forty-five-year-old 
bachelor came to a university to take some refresher courses. He was 
a high-school teacher and wanted additional work in basic educational 
procedures. During the summer he took a room 
house similar to the quarters he occ 
taught. 


in a nearby rooming 
upied in the small city where he 


He came to the student health service near the end of the summer 
session. His chief complaints were confusion in writing term papers and 
in studying for his examinations. He was seen by a psychiatrist who gets 
many such cases as stress due to impending examinations increases, The 
following story was disclosed in the initial interview. 

This man had always led a quite isolated life in his community and 
was happy only when he was teaching school. At home, he usually ate 
alone, and his recreation consisted chiefly of an occasional movie, Dur- 
ing this summer session he had been particularly lonely because he felt 
older than the other students. In addition, he had always had difficulty 
making friends in new settings. 


So far this was a fairly typical picture, but the psychiatrist felt there 
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was something a bit unusual about this case. When he tried to find the 
reason for this feeling, he decided he was most bothered by three things: 
the patient’s failure to remember dates exactly, his markedly dry way 
of talking, and the fact that he was depressed, rather than anxious as 
is usual, during pre-examination periods. The psychiatrist also remem- 
bered some little petechiae (small hemorrhages into the skin) that dotted 
the patient’s forearms where he had rolled up his sleeves. These observa- 
tions were sufficient to make the psychiatrist feel the need for further 
medical study of this patient. 

He wrote out a referral to an internist (a specialist in internal medi- 
cine). He said that he had examined the patient, who seemed to have 
a long-standing personality disorder. He pointed out that the patient 
was now depressed and was somewhat withdrawn. He added that he was 
bothered by the slightly confused state of the individual and by the fact 
that his lips were so dry as to appear almost dehydrated. 

The internist sent back the following report: 


This forty-five-year-old man is referred for medical work-up by Dr. ——. 
The medical examination revealed a history of very poor nutrition for the 
past few years since the patient moved out of a boarding home and had begun 
to make his own meals. This deficient diet has become even more frugal 
while the patient attended summer session, for he was somewhat depressed at 
leaving his home town and his already finicky appetite became almost non- 
existent. He has actually been living on tea and toast for the past three 
months. Past history and family history are not significant in contributing to 
the present disorder; although, as the patient answers questions, one gets the 
impression that he has always been a finicky eater on the basis of a family 
where food was highly overvalued. 

Review of systems reveals vague complaints in almost every body system. 
He complains of weight loss, poor appetite, unusually frequent colds, and 
makes a spontaneous observation that he has been bruising easily. He has 
diffuse headaches, increasing difficulty concentrating and remembering dates. 
His tongue is red and swollen and his mouth is rather dry. He indicates a 
poor appetite and occasionally has diarrhea. His muscles feel painful. He has 
small petechiae around the hair follicles of his arms and legs. 

Blood pressure was 145/85; the pulse was 85 and regular. Physical findings 
merely confirmed the subjective complaints of the patient in the “review of 
ems” In the neurological examination there were findings of vague sensory 
oss in the u and lower extremities. 

Tak P panitnattot showed a hemoglobin of 10 grams, a red count of 
83.5 million, and a moderate increase in white count (12,000) with a pre- 
ponderance of monocytes on the differential smear. Urinalysis revealed a 
trace of albumin and was otherwise negative, as was the Wasserman. Bleed- 
ing time was increased and clotting time was decreased. A blood level of 
vitamin C was ordered and was almost absent in the blood. 
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Diagnosis: Scurvy [vitamin C deficiency]; multiple vitamin deficiency; de- 
pressive reaction; acute brain syndrome (8). ; i ; 

Recommendations: 1. Brief hospitalization; 2. massive doses of vitamin C 
and multivitamins; 8. high nutritional diet with especial attention to fruit 
juices; 4. further psychotherapy. 


Implications of This Patient’s Illness. This patient had what is now an 
uncommon disease, scurvy. He also had other vitamin deficiencies which 
can lead to difficulty in psychological functioning. He recovered very 
rapidly in the hospital, continued to see the internist on frequent out- 
patient visits during the rest of his stay at summer school, and was 
referred for psychotherapy once again. A psychiatrist was found for 
him near his home city. 

It is important to recognize that this chain of events was started by 
psychological illness, led to a physiological illness which in turn ac- 
centuated the psychological illness, and finally led to hospitalization. 
Now that he has recovered from the nutritional disorder, he will need 
prolonged psychotherapy in order to change his isolating and food- 
denial mechanisms which were responsible for his inadequate diet. This 
is an example of truly comprehensive treatment, in which both organic 
and psychological factors are considered, 

It is not hard to see the importance of sensitivity to the cues which 
enable the psychological clinician to make a referral. As we saw in the 
medical report of this case, almost all the findings were available from 
history taking and inspection of the patient. We shall discuss further 
both the psychological and the physiological cues that help a psycholo- 
gist sense the need for prompt referral. 

Psychological Cues. We have already mentioned some of the cues 
that aid the psychological clinician: persistent complaints of headache, 
unexplained fatigue, peculiar sensory defects, and periods of loss of 
contact with the environment. We want to point out here that medical 
studies are also needed when there are obvious 
and other so-called “higher mental processes.” A condition in point is 
the “chronic brain syndrome” or “organic syndrome” (3). It results from 
relatively permanent and diffuse impairment of cerebral tissue. The 
clinician will find an impairment of orientation, memory, 
judgment, and other intellectual functions. Shallow and la 
responsiveness usually accompanies the other symptoms. 

In the “acute brain syndrome,” the symptoms of disorientation and 
confusion are especially marked. The best-known example of this pat- 
tern is acute alcoholic intoxication. Another name often used for this 
acute syndrome is delirium. This term is usually employed for confused 
states caused by an infection with fever. It almost always has a good 
prognosis when treated by conservative measures. 


disturbances in memory 


apperception, 
bile emotional 
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It is important to remember that the particular form of behavior dis- 
order exhibited by a patient with the organic brain syndrome depends 
upon his previous history, on the way he deals with internal threat, and 
on the particular kind of internal threat against which he is trying to 
defend himself. Thus, whether the patient becomes more or less aggres- 
sive, more or less withdrawn, grandiose or self-punishing, and so on, is 
not completely determined solely by the nature of the cerebral impair- 
ment. 

A wide variety of substances can cause this condition, whether it is 
chronic or acute. Pituitary disorders, hypoglycemia, head trauma, drug 
sensitivity or intoxication can all cause the syndrome. It may manifest 
itself initially or solely as a deliroid state. 

Evidence of psychotic conditions also should be a reason for referral. 
Psychosis should be treated strictly within medical channels for a num- 
ber of reasons. It has many legal implications (2), and, of course, psy- 
chotics must often be hospitalized. In addition, the physiological dis- 
turbances that accompany psychosis need medical attention, and there 
is the danger of suicide or homicide, the danger of disrupting adequate 
defenses, and the need for drug or shock therapies (4). 

Physiological Cues. To close this discussion, we may review some of 
the major cues of a physiological nature that indicate the need for 
referral to a physician. The first of these is fever. Its presence is almost 
never due to emotional difficulties alone. It is one of the chief danger 
signals that something is organically wrong and should not be disre- 
garded. A case of persistent coma was diagnosed on one occasion by a 
professor of psychiatry who was idly flipping through a pile of charts 
while listening to a case presentation. He noted the spikes in the tem- 
perature chart, They occurred regularly every forty-eight hours. The 
psychiatrist immediately diagnosed cerebral malaria as the cause of the 
coma. Administration of quinine relieved the coma in a startling way. 

Pain is another important cue to be noted. Persistent pain almost any- 
where in the body is a cause for careful evaluation and medical referral. 

When a patient reports the presence of blood where it should not be, 
a medical referral should be made. This sign of disturbance is usually 
reported as blood in secretions (vomitus, sputum) and in excretions 
(urine, stools). Since the blood does not always appear as red, the clini- 
cian should be alert to reports of dark-colored or brown tinges in the 
secretions and excretions, which the patient may not recognize as blood. 
In the stools it often appears black or tarry due to chemical changes oc- 
curring in the gastrointestinal tract. 

Unusual masses or swelling in the body tissues may indicate a tumor 
or other serious disease process. Obviously they call for medical study. 

Marked disabilities such as loss of function, weakening of function, 
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it disturbances, convulsions, aberrant involuntary movements (tics, 
ee ne to identify objects or to find the right words should 
be noted. They strongly suggest the possibility that the nervous system 
i aged. 
q re aoe not be profitable to list all the other symptoms and signs 
which should alert the psychological diagnostician or therapist to the 
possibility of physical disease. They comprise the whole gamut of medi- 
cal diagnosis. But after all, it is most often not the conscious knowledge 
of the disease which is so important; we need a cultivated sensitivity 


to the exquisite interrelationship of the organic and the psychological 
aspects of the person. 
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CHAPTER 8 


The Rorschach Method 


What clients say about themselves is likely to be full of important omis- 
sions and distortions. In part, they intentionally suppress and emphasize 
in order to create a favorable impression. In part, repressive activity 
prevents even sincerely motivated clients from telling us about their 
motives. Although interviewing permits shrewd guesses about motives 
and attitudes that the client will not or cannot reveal, clinicians would 
like additional data. 

Since the discovery that dreams are more likely to reveal repressed 
material than waking associations, it has seemed possible that imagina- 
tive activity in general could be used to reach beyond awareness. Free- 
dom from a task with a logical solution, absence of conventional con- 
straints, and an attitude of playful creation: these permit the unwanted, 
shame-provoking impulses to exert some force, even though they may 
still be disguised. This possibility is the basis of projective methods, 

_ OF course, when the client and clinician know one another well, as 
in psychotherapy, repression is weakened along with intentional controls; 
then interview material is rich enough to permit confident inferences. 
In most diagnostic contacts, however, time does not permit building 
a relationship between client and clinician that will enable repressed 
material to emerge. Consequently, imaginative activity, or something 
Similar, must be resorted to if we are to get “deep” material. We must 
Set a task for the person in which he reveals himself to the clinician with- 


Out realizing what he is doing. 


PROJECTIVE TECHNIQUES 


The Nature of Projective Techniques. Projective methods place new 
requirements on the client and introduce novelty into the client-clinician 
relationship. At one time it was supposed that these methods were, like 
Psychometric tests, relatively independent of the social setting in which 
they were administered. They were considered primarily as ways of 
Permitting a great deal of projection to take place. Projection is attribut- 
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ing our own unacceptable motives and characteristics to someone or 
something else. More broadly, it is perceiving the world in accordance 
with our own motives and beliefs instead of perceiving it “realistically. 
Now, while projection, in one or the other of these meanings, does take 
place in projective tests, many other important processes also occur. 
Persons taking such tests evaluate their own activity, are interested or 
bored, feel friendly or hostile toward the examiner, are calm or tense, 
and so on. 

Actually, these methods are tasks requiring creative, playful imagina- 
tion, and they mobilize a variety of personal resources, The tasks are 
rather simple and innocent-looking: telling a story, drawing pictures, 
making up sentences, or finding shapes in ink blots. The client does not 
simply project himself into reality; he creates a reality by imposing his 
capacities, interests, motives, fears, and preferences on amorphous mate- 
rials. This playful invention occurs in the presence of another person 
who, the client knows, is somehow taking his actions seriously. 

The interesting thing about these projective tasks is that there are 
no social norms—at least so far as the client knows—as to what is cor- 
rect or allowable. The client cannot tell whether what he does is socially 
acceptable nor even whether it is acceptable to himself. Consequently, 
the anxiety that is needed to start and maintain repressive activity is 
not selectively aroused. If, for example, the client represses awareness 
of hostile impulses, he can do this successfully only if he knows in some 
dim way when he feels hostile. But in a playful activity nothing is quite 
serious, and he cannot really identify the unacceptable parts of himself. 
He does not know what elements of his performance will be evaluated 
by the clinician. He is not sure of the difference between a “good” and 
“bad” product or between an “abnormal” and “normal” approach, While 
he may guess that he is revealing something, he cannot say just what it is 
nor how he is revealing it. 

In this novel situation, where the meaning of his actions is unclear, 
the client often becomes tense and apprehensive because he knows he 
is being studied. Then the stage has been set for the clinician to see how 
this anxiety is being managed. This is an extremel 
tunity, because it is quite likely that the client’s typical anxiety-reduction 
techniques will be displayed in full view of the clinician. Then the clini- 
cian can match his inferences from the client’s re 


¢ $ ported history against 
observations of the client in a stressful situation with unclear social 


rules. Some people become cautious, some become servile and pleading, 
others become resentful, and still others suffer an impairment in their 
output of ideas. Usually the anxiety about the task decreases, just as 
in the interview, while the client becomes involved in the creative effort. 
Then we can observe increasing flexibility and enjoyment in the latter 
parts of the task. 


y significant oppor- 
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Most projective tests include stimuli planned to arouse thoughts or 
feelings about common problem areas of living: sex, aggression, depend- 
ence, status, and the body. Clients are affected differently by these 
stimuli, and their efforts to deal with the tensions that are aroused will 
modify or hamper their output. By noting the kind of stimuli that cause 
the most trouble, the clinician can make inferences about the kinds of 
problems that distress the client. 

In summary, projective methods enrich the interaction between client 
and clinician by setting a task that yields a novel kind of data. The client 
is asked to make a creative effort, using material that tends to touch off 
feelings related to personal difficulties. Since the basis for assessment is 
not known, repression is partly by-passed. Thus the clinician can learn 
more about the covert side of the client's life and about his techniques 
for dealing with anxiety and with social ambiguity. 

Studying Projective Methods. The products emerging from the pro- 
jective task are as diverse as the people who produce them. Then, too, 
the richness of behavior that is available to the clinician varies greatly 
from client to client, These complex and variable data must be systemati- 
cally ordered if we are to use them. Significant information must be 
preserved, and unimportant facts must be neglected. How this is to be 
done is the nub of any projective method; and all sorts of hypotheses 
and hunches have been proposed to guide the sorting of data into mean- 
ingful categories, “Scoring” a projective test means applying some classi- 
fication system to the client's product and to the clinician’s observations. 
These scoring systems are complicated; they depend considerably on 
subjective judgment, and require much time to master. 

OF course, you cannot learn to work with projective methods by study- 
ing these methods alone. Proficiency rests on familiarity with behavior 
pathology, personality theory, and the empirical principles of projective 
interpretation. Only with this kind of background can you interpret the 
systematically arranged data. Even then, you need a good deal of ex- 
perience with the particular method you are using. A projective test is 
pretty much like an old automobile: only the regular driver knows how 
to make it go, 

Giving you a comp 
ble in this book. It tal 


lete account of any projective method is impossi- 
kes a whole book to describe adequately the 
Rorschach method alone. What we shall try to do is to give you a foun- 
dation for future study and for reading research reports. We shall try 
to convey the “feel” of these methods and to expose some of their weak- 
nesses, Perhaps we can help you understand how clinicians think about 
Projective data. More important, you may be able to develop your 
sensitivity and hypothesis-making skill a little more; for the study of 
Projective methods can illuminate what is happening during interviews. 
It can also help you speculate insightfully about other creative activities 
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such as hobbies, writing poetry, the selection of interior decorations, and 
so forth. 

We shall discuss the Rorschach method first because it is so widely 
used and because it reveals so much about projective methods in gen- 
eral. If you can arrange to see a set of the standard Rorschach cards 
or slides, this chapter will make better sense to you. Black-and-gray 
reproductions of the cards will not carry the emotional impact of the 
originals nor disclose their associational possibilities. 


THE RORSCHACH METHOD + 


Presenting the Task. The examiner tells the client that he is going to 
be shown some ink blots. He is asked to tell what they might be or what 
they look like. After the examiner reminds him to tell everything he sees, 
he is given the first card. Any questions are met with the reply that he 
is just to tell whatever the blots look like to him, and that there are no 
“right” or “wrong” answers. 


Examiners usually do not say anything about the purpose of the test. 
The fact that the examiner confidently expects the client to cooperate 


is enough to get the test started. If the client is hesitant, the examiner 
may say that this is part of the ordinary routine and that most people 
find it interesting. With more resistant cases, the examiner tries to get 
the client to speak fully about his objections and reassures him about 
the simple and routine nature of the test. Some clients think that the 
test is for “crazy people” and need to be told that it is a common method 
used by psychologists. When a client demands to know exactly how 


the examiner will use the results or how the test works, he can be prom- 


ised a chance to discuss these matters after the test. With extremely 
stubborn clients, i 


, it is better to postpone the test and begin an interview 
clinical situation. 


combinations of pastel colors. They are given to the 
in the sequence from I to X, and ina standard 
to turn them any way he likes, 

The various combinations of blot colors and shapes produce different 
emotional responses. Some unpublished data from a study of the emo- 


client one at a time, 
position. The client is free 


1 For the historical background of the Rorschach, 
by Klopfer and Kelley (12). You will also enjo 
of his work (18). 


, see the first chapter of the manual 
y reading Rorschach’s own account 
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tional labels applied to Rorschach cards (23) reveal these differences. 
Subjects were shown the cards and were asked to tell which of five 
labels suited each card best: fear, anger, happiness, sadness, or none of 
these. Results indicate that the first card is most often called “fear.” The 
next two cards, however, are more likely to be called “happiness” by 
normal men, although not by anxious men. The fourth card most com- 
monly appears to represent “anger” or “fear” for normals, but anxious 
men use “fear” as a label for this card almost as often as for the first one 
in the series, No label has clear predominance for Card V. Card VI 
is the most emotionally confusing in the series, for it was most fre- 
quently responded to with the choice “none of these.” The remaining 
four cards are most often called “happiness.” In fact, for the final multi- 
colored card, X, nearly two-thirds of the normal men used this label. 
While we do not know the specific determiners of these emotional reac- 
tions, it is safe to say that the sequence of cards provides a shifting 
emotional experience. Obviously this experience will not be identical 
for all people. 

The vertical symmetry of the blots around a center line has produced 
a number of areas resembling the vulva and the penis. These areas are 
likely to elicit sexual associations and, therefore, will often provoke 
anxiety, Red areas that resemble blood or fire are disturbing to many 
clients because of their connotation of aggression. 

Recording the Responses. The favored position for the examiner is 
to be seated to the left and a little behind the client, although some , 
examiners prefer a seat opposite the client. The favored position permits 
the examiner to see what section of the blot the client points to and 
allows him to take notes unobtrusively. The cards are stacked face down 
near the examiner. As he hands each card to the client, he notes the 
time elapsing before the first association is announced. He also records 
the total time spent in giving associations to each card. If only one 
Tesponse is given to the first card before the client returns it, he is asked 
to try to see something else. This encouragement is not strong, however, 
and is usually discontinued after the second card. 

The examiner tries to record everything that the client says, including 
his comments during tests. Often something must be left out, but every 
effort is made to get a verbatim account of at least the associations 
Teported by the client. Shorthand is an asset to a Rorschach examiner, 
but many clinicians have developed their own symbols for common re- 


marks and associations. 


During this first phase of the examination, the association period, the 


examiner says very little. He answers questions about procedure by tell- 
ing the client to go ahead with the task in any way he wishes. He would 
note, however, whether the client asked permission for nearly everything 
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he did or whether he seemed free to turn the cards and give associations 
of many kinds. Some mildly inhibited people need reassurance at first 
but become more spontaneous after seeing several cards. Others ask 
anxiously whether they are “doing all right” throughout the whole ex- 
amination. 

The Inquiry. After the client has seen all ten cards, the examiner 
returns to Card I and, from his notes, inquires about the basis for the 
various associations. The point of this questioning is to find out where 
each percept was seen and what features of the blot were used as a basis 
for the association. Was the client reacting only to the shape or form 
of the blot; or was he reacting to the color, shading, or textural quality 
of the blot? If a human figure was seen, did the client think of it as 
moving, or at least alive; or was the figure regarded as a puppet, statue, 
or silhouette? Actually, the clinician does not ask these questions out- 
right, for he does not want to Suggest that any particular basis—form, 
color, etc.—is more desirable than another. 

The questioning should help the client elaborate on his response 
without guiding him in any particular direction. The inquiry must be 
“nondirective” and yet full enough to permit you to make certain im- 
portant scoring decisions. You need to employ all the interviewing skill 
you can command, along with a good deal of persistence, if you are 
to conduct an adequate inquiry. Furthermore you will have to know 
what you are looking for; and that means you must be familiar with the 
possible scores that may be assigned. If, after further training, you use 
the Rorschach method, you may as well assume that at least the first 


half-dozen records you take will be unsatisfactory because of an inade- 
quate or awkward inquiry. 
After the Testin 


8. Some clients are curious about the Rorschach test 
and ask the exami 


ner to explain how it works or to tell what he found 
out by using it. Since scoring and interpretation take time, the examiner 
is rarely in a position to make any definite statements at the end of the 
test. If he simply explains this matter, the client may feel that the ex- 
aminer is being evasive and that he did poorly on the test. On the other 
hand, it is quite undesirable for the examiner to say anything about 
the client’s personality immediately after the test. Even if his statements 
were correct, the client could become so anxious or angrily defensive 
that further clinical studies would be hampered. Yet both client and 
clinician would feel more comfortable if some kind of explanation could 
be made. How can this be done without unduly disturbing the client? 
One way of dealing with this dilemma is to discuss the associational 
content. The clinician says something like this: “One thing about this 
test is that it takes imagination to do it. I noticed that you saw quite 
a few different things, so I take it that it was not hard for you to use 
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your imagination, Do you think that’s true?” The client will probably 
have some things to say about his imagination, and these remarks can 
lead to a short conversation about the matters he brings up. Nothing 
more about the test needs to be said. If the clinician is pressed further, 
he can bring up specific content: “Many times the kinds of interests 
that people have lead them to see particular things in the blots. I notice 
that you saw several flowers (or maps, etc.). Have you been interested 
in gardening (or geography)?” Here again, the client will explain 
something about his interests, and nothing more will need to be said 
about the test proper. Of course, the examiner would not use anatomy, 
fire, sex, or other pathological content as his point of departure. Rela- 
tively safe associations are emblems, architecture, furniture, tools, and 
other commonplace objects. 

With more sophisticated and educated clients, it is possible to go 
further, if that should be required. The clinician may make use of 
innocuous interpretations of the location scores: “Well, of course, we are 
interested in the way you look at situations as well as in what you see. 
For example, I noticed that you often used the entire blot to see some- 
thing. Is that characteristic of you? I mean do you usually like to try 
to get the whole picture of every problem that you face?” 

Such explanations not only help the client accept psychological proce- 
dures, but they often elicit useful information about the client’s self- 
evaluation and insight. Obviously the clinician must try to fit his remarks 
to the kind of person he is testing. Most people merely need some 
assurance that they “did all right” on the test, but curious, anxious, or 
Very intelligent clients will want to discuss it. The principle to use in 
these discussions is this: pick some obvious part of the performance, 
link it with a superficial aspect of the client’s life, and then get his opin- 
ion of this linkage. This principle can be followed with other projective 
methods and even with the more structured psychometric tests. In an- 
Swer to a question about an intelligence test, for example, the clinician 
Points out that the client had some difficulty with arithmetic (or seemed 
to do it quite well); then he may ask him how he liked this subject in 
school. 

Serious interpretations of test results sometimes need to be given to 
clients, but the time, circumstances, and context must be carefully chosen 
so that the client can utilize the information constructively. Interpreta- 
tions of projective tests are often very threatening to clients and are more 
likely to be harmful than helpful. 

_ Problem 1. Make several ink blots for yourself, Lightly crease a center 
line in a sheet of typewriter paper. Put a few drops of ink in or near the 
Crease, and then press the folded halves together on a flat surface. Make 
One blot with black ink only, and make the other with both black and red 
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i ay have to make several until you get one that is esthetically 
itn. ) After the ink dries, flatten the paper by bending the crease 
i ite direction. 
P eee friend to tell you what he sees in the two blots. After you 
have recorded the things he sees, conduct an inquiry. Without directly 
asking, try to find out: 

1. Whether a percept was based on form (shape) alone 

2. Whether color or texture had anything to do with what he saw 

8. Whether any human or human-like figures were seen as moving or 
alive 
A good question to begin the inquiry is: “Will you show me where 
the is?” After locating it, you may then ask “What was it about 
this blot that reminded you of a ?” Don’t use the words “form, 
“shape,” “color,” or “movement” in asking about what was seen unless 
your subject mentions them first. 

Questions: 1. What are the main diff 
an inquiry? : 

2. If you or your subject became impatient during the inquiry, how did 
you try to handle this feeling? 


culties you found in conducting 


A SAMPLE RECORD 


Before going into the formal as 
at an unscored record and specul, 
the client’s psychological process 
ing, we omit the inquiry. In rea 
comments and observations ar 
minutes (’) and seconds (4) 


pects of Rorschach scoring, let us look 
ate about it. Since we are interested in 
es rather than in the mechanics of scor- 
ding the record, note that the examiner $ 
e placed in brackets, Time is recorded in 


Card I. [40”.] It looks like a wolf, [Pause, What else? Just simply looks like 
a wolf. [Can you see anything else there at all? Client studies the card, looks at 
the back of it, and puts it down, Total time, 3% 15”.] 


is it? This is a, a . [points 
to lower red] that’s a . [What does it look like to you?] I don’t know 
what the dickens it is. [Examiner encourages him.] It’s two. . . . [Tota 
time, 8’.] 


Card III. [Puts card down after looking at it for a half-minute, Can you 
see anything there?] Yes, a fellow can see something but. . . , [Just tell me 
what you see. Client laughs.] I 


don’t know. [End of trial.] 
Card IV. [Client looks at back of card and puts it down after 40”, Maybe the 
next one will be easier.] 
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Card V. [3”.] Oh, a bat. [Pause. Anything else?] No, that’s all. 

Card VI. [18”.] A coonskin, [Puts card down.] 

Card VII. [Puts card down after 30”. Examiner urges him to look again.] 
Two women. 

Card VIII. [7”.] Two rats. 

Card IX. [80”.] A couple rats. 

Card X. [18”.] Couple of rats. 

In examining this record, it is convenient to start with the client’s 
creative product: the associations. We are struck at once with the fact 
that he does so little with the material he is given. Seven definite percepts 
are named; six of these are animals. There is no detailed description of 
any of them. They are simply named. In Card II, we see the beginning of 
another association, but there is a breakdown in the communicative 
process: “It looks like he’s got a—what's the idea?” Obviously some kind 
of figure was seen, probably human, but confusion sets in before it can 
be described. 

At this point, we need comparative data. How many percepts are 
commonly reported during the whole task? Is it usual to see so many 
animals? Fortunately, we have some normative information on these 
points. People are usually able to give two or three associations per card, 
on the average, making a total of twenty to thirty for the whole task. 
Among college students we often find from thirty to fifty responses in 
a record. While people commonly see animals, we ordinarily expect a 
record to contain only from 30 to 50 per cent of them. With this back- 
ground we can more confidently describe this client’s thought processes 
as meager and impoverished, that is, lacking in elaboration. 

Several further observations can be made about this client's creative 
effort. The last three responses are the same: “rats.” Although shapes 
that could be called rats can be found in these three stimulus cards, it is 
unusual to have a single response repeated in this way. The client behaves 
mi he had found a way to satisfy the examiner without expending much 
eltort, 

What can we say about the client’s motivation as he works? Does he 
ty hard, give up easily, or is he flighty? Actually, he sticks at the task 
for a surprisingly long time with only a little encouragement. He spent 
eight minutes on Card II, for example, although nothing definite was 
Produced, After this point, however, the encouragement slackened, and 
the time spent on each card decreased. Probably the motivation of the 
client depended a good deal on the stimulation of the examiner. Fatigue 
may also be responsible for the lowered effort. 

The client’s language conveys the distinct impression of extreme effort 
which gets nowhere. With encouragement, the client tries hard but be- 
comes confused. How does he react emotionally to this frustration and 
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to the repeated requests of the examiner? We find little sign of emotional 
activity. There is embarrassed laughter on Card III, and on Card II a 
sign of annoyance: “I don’t know what the dickens it is.” But nowhere 
is there a request to stop the task; nor is there self-criticism, irritation at 
the examiner, or ridicule of the cards or the test. Apparently hostility is 
not easily aroused in this person, He could be described as emotionally 
passive in this situation. 

There is one bit of behavior that should be noticed, although we can- 
not be clear about its meaning. Spontaneously, he inspects the backs of 
Cards I, II, and IV. At the very least, this is self-initiated searching ac- 
tivity, but it is unusual. It is reminiscent of the action of a child con- 
fronted with a novel object, an attempt at orientation toward something 
strange. But it occurs three times during the test. 

So far nothing has been said about this client’s age, sex, or background. 
Before we describe it, you should look at the record again to see if it 


contains any hints as to whether we are dealing with a child or an adult. 
What is your guess? 


Actually the person who 
man. Although largely self- 
and a public speaker, well 
indicates better-than-aver 
ord? By this time you ar 
orders and their effects, 
certainly fit a hypothesis 
history of increasingly sev 


produced this record was a seventy-year-old 
educated, he had been a respected teacher 
known in his community. Obviously his history 
age intelligence. Why, then, this meager rec- 
e probably speculating about various senile dis- 
The Rorschach findings and the patient’s age 
that brain damage exists. This patient had @ 


ere attacks of apoplexy (“strokes”) for a period 
of six years prior to the time this record was taken. At the time he was 


studied he was suffering from a severe aphasia, some loss of time sense, 
impairment of recent memory, and he appeared generally inert and pas- 
sive, There were no indications of hallucinatory or delusional trends. 

The Rorschach record in this case served no functional purpose in the 
disposition or treatment of the patient. The diagnosis and the treatment 
were sufficiently clear from interview and medical examination data. And 
this is often the case in other kinds of disorders, The bizarre associations 
of some schizophrenics, for example, appear as readily in conversation 
as they do in the Rorschach test. But in less extreme cases, the test per- 
mits a patient to display peculiarities of thought and emotion that are 
not apparent in routine or conventional situations, 


FORMAL SCORING OF RORSCHACH RECORDS 


The record we have just studied was interpreted in very much the way 
interview material would be interpreted. In order to see 


the special con- 
tribution of the Rorschach method, however, we must 


go beyond this 
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approach and study the perceptual activity of the patient. We want to 
find out how and where each association is connected with the ink-blot 
stimulus; and then we want to be able to describe the “perceptual style” 
of the client. It is at this point that the formal scoring symbols are useful. 
They are abstractions that refer to the perceptual processes regardless 
of the particular content that is produced. In Table 3 you will find a list 
of the main scoring symbols and a brief explanation of their significance. 

In order to find the value of R (total number of responses), the record 
must be broken into separate responses, that is, single associations, such 
as “bat,” “men dancing” or “a fairyland caye.” Comments, questions, and 
conversational remarks are not counted as responses. 


Table 8. The Chief Rorschach Scoring Categories 


Symbol Basis for scoring Approximate fre- Approximate meaning 
quency in normal 
adult records 


R Total number of 20-30 Intellectual productivity 
associations 

Ww Use of whole blot 20-30%0fR Ability to integrate; sometimes 
“drive” 

D Obvious details 60-70% of R “Common sense”; ability to use 
obvious facts 

Dd Unusual details 0-10% of R Concem for detail or the unusual; 
meticulousness 

F Use of form only 80-50% of R Ability to deal with objects in an 


objective, formal, logical way 


F+ Accurate, realistic 70-90% of F Realistic intellectual control; 


use of form “ego-strength” 

F— Inaccurate form 1-3 Distorted, unrealistic perception 
perception 

M Humans in move- 24 Fantasy; ability to inhibit action 
ment by thought; creativity 

FG Form used, with 45 Socialized, controlled emotional 
color as a second- responsiveness 
ary influence 

CF Color used, with lor2 Partially controlled, vivid emo- 


form as a second- tionality; temper 
ary influence 
Use of color only None Uncontrolled emotion; rage 
Y Use of shading None 

only (occurs in 

combination with 

form also; similar 

to color scoring) 


Diffuse, depressive anxiety 
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After breaking the record into responses, each one must be scored. 
First, the examiner must find the area used by the client for each re- 
sponse. Using specially prepared tables (2, 10) he assigns a location 
score: W (whole blot), D (obvious detail), Dd (small detail), He then 
assigns a determinant score, depending on the client’s use of form, move- 
ment, color, shading, etc. This completes the formal scoring of the re- 
sponse, and the examiner turns to the actual content of the associa- 
tion. 

Since there are many possible kinds of associations, scoring content is 
largely a matter of fitting the associations into some kind of classification 
scheme. Nearly all examiners use the following classes: animal (A), 
animal detail (Ad), human (H), human detail (Hd), anatomy (An), 
art or art-related objects (Art), blood (Bl), explosions and fire (Fi). In 
addition, special categories are invented to suit the content of some 
records: clothing, flowers, tools, maps, etc. The range of content pro- 
duced tells something of the client’s associational richness, thus indirectly 
revealing breadth of interests and educational background. Special pre- 
occupations may be disclosed by a massing of responses in one content 
category, such as clothing, religion, or death. It is not always safe to 
interpret these as specific interests, however, since they may represent 
coping with anxiety in a way that is specific to this test. A large number 
of anatomy responses, for example, does not necessarily point to hypo- 
chondria. They may reflect concern with sexual adjustment or a gener- 
ally anxious attitude. Vague maps and geographical forms do not usually 
indicate an interest in geography; they are more likely to show evasive- 
ness, an effort to get through the test without exposing one’s thoughts. 
Usually only one content designation is given to each response, but in 
some instances it is important to use two categories, The response “the 
Virgin Mary,” for instance, would be classed as both H and Religious. 
“Ovaries” would be both An and Sex. 

Lists of extremely common responses have been prepared so that a 
scoring of P (popular) is possible. Beck (2) lists twenty of these and 
suggests that seven to nine of them will appear in average records. Low 
P scores indicate an inability to accept conventional ideas or to recognize 
the clichés common to the community. High P scores in records of 
average length indicate overconformity or excessive reliance on popular, 
stereotyped notions. Some examiners use the score of O (original) for 
associations that are uncommon and creative. Others do not use this 
score because of the extremely subjective standards for deciding when 
such a score is warranted. 

To show the abstract nature of the formal scores, we shall compare 
two responses to Card I. They are given identical formal scores, but 
they actually differ in important nonscorable ways. 
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A. “That looks like a bat.” 

B. “Well I’m not very good at this kind of thing. Perhaps it could be a 
bat or maybe a kind of butterfly. Not much of anything, really, because it’s 
so irregular around the edges. But if I have to say something, I guess it would 
be a bat.” Both of these responses use the whole blot, both are based on ac- 
curate form perception alone, both include a whole animal, and both are 
popular. The scoring is: W F+ A P. 

The injection of personal feelings and self-evaluation into the second 
response surely suggests vacillation and self-doubt. Note also the oblique 
reference to coercion in: “If I have to say something.” Perhaps this client 
projects his own standards into the external world as coercive force. 
Clearly, interpretation must not stop with the formal scores alone. Care- 
ful study of the actual associations yields worthwhile insights. Remember 
this point when you read research studies that use only the formal scores 
for statistical analysis. 

Problem 2. The Rorschach does not really by-pass all defenses. When- 
ever a response can be related to social conventions, the client can con- 
trol it unless he is severely damaged, as in the case of psychosis. In the 
Rorschach, social conventions can most easily affect the content, par- 
ticularly sex responses. Experience shows that normal people do not 
report all of their sexual associations; their records often contain a few 
sex-related responses, however, such as “breast,” “brassière,” or “male 
sex organ.” Two or three of these in a record of average length probably 
shows awareness of sexual impulses without fear of social censure for 
admitting them, With this background, answer the following questions. 

Among what clinical types or kinds of people would each of these ways 
of dealing with the sexual associations in the Rorschach probably occur? 

é l. No sexual responses. Client has some difficulty in getting associa- 
tions for areas that are often seen as sexual, e.g., the top-center details on 
Cards II and VI, 

2. Seven or eight sex-related responses in a total of thirty associations. 
. 8. Three or four responses which consist of names of sex organs given 
in crude or slang terms. Average record. 

4. A third of the responses in a record are frankly sexual responses 
described in vulgar or obscene terms. 


INTERPRETING THE SCORING SUMMARY 


To show how the formal scores are interpreted we shall use the scoring 
summary of a record given by Tom C., a thirty-year-old single man. The 
arrangement of the summary is standard among Rorschach workers. The 
location scores are given in the first column, determinants in the second, 
and content in the third. 
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Rorschach Summary for Tom C. 


w 8 23% F 27 78% A 9 
D 16 58% F+ 27 100% Ad 5 A% 41 
Dd 10 29% M 5 H 3 P 4 
e N 1 Hd 10 
R 34 FY 1 (H) 1 

Botany 3 

Fire 1 

Clothing 2 

Object 1 


To start the interpretation, we look first at the number of responses 
(R). Thirty-four responses is greater than average. Intelligence and as- 
sociational productivity seem unimpaired. Of course, we need to know 
more about the quality of the 34 responses in order to be sure. The loca- 
tion scores show an excess of small details (Dd) and a deficiency of 
obvious details (D). Overconcern with detail is indicated. The produc- 
tivity represented by 34 R is less impressive now, and the indication of 
superior intelligence is weakened. What kinds of people are concerned 
with the unusual and the minute? We think of scientists, accountants, 
overanxious people who are alert to small signs of favor or rejection, 
obsessive-compulsive neurotics, and some schizophrenics, 

The determinants are marked by a very frequent use of form (F%) 
and only a single color response. This man must deal with his environ- 
ment in an intellectual, formal way. The absence of form-color responses 
(FC) suggests a lack of capacity for socialized feeling, but the one CF 
shows that emotional activity is not completely lacking. The color-form 
response (CF) may mean that it is expressed only occasionally and in a 
vivid, socially awkward way. All this makes us wonder whether Tom 
can achieve satisfying interpersonal relationships. We think of him now 
as a somewhat cold or withdrawn person, lacking in emotional flexibility. 
The hypothesis of obsessive-compulsive neurosis is fitting so far, But 
psychosis is not ruled out. 

All his associations have forms similar to the forms of the blot areas: 
F+% is 100. The chances that Tom is psychotic are decreased, But 
several further questions arise. For one thing, it is easier to accumulate 
F+ by using very small areas of the blot (Dd) than it is by picking W 
or D areas. Is Tom maintaining realistic perception by limiting himself 
to details? It seems so. In the second place, we do not expect completely 
accurate perception even in normal people. The average person will show 
F— occasionally, We may infer that Tom is overvigilant and too careful 
in avoiding errors. 

Tom gives enough movement (M) responses to indicate better-than- 
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average intelligence. The number of M also decreases the likelihood that 
this is a psychotic record, provided the responses are not bizarre. What- 
ever restriction he has shown in emotional responsiveness, it now appears 
that he has a chance for some satisfaction from his own thinking and 
speculation. The 5 M may indicate real creative potential; but that num- 
ber could also be found in suspicious folk, who constantly speculate 
about the motives of others. The formal scores cannot help us much in 
deciding how the fantasy is employed. 

The remaining determinant is a form-shading combination (FY). Al- 
though it is the only one of its kind in the record, it is important because 
there are so few other indicators of emotional responsiveness. The hint 
here is that a depressive quality may appear in Tom’s emotional make-up. 
It probably refers to sadness rather than despair. At any rate, it softens 
a little the cold, intellectual quality we have found so far. 

For a person with the intellectual potential represented by 5 M, the 
content scores show a somewhat limited range of associations. Art, na- 
ture, and architecture associations are missing here, although they come 
easily for many people with this amount of ideational activity. Even sex 
and anatomy responses are absent. The range of intellectual search is 
narrowed, There are only three human responses and one human-like 
figure, scored (H). The pattern of withdrawal suggested by the lack of 
color responses is supported. The percentage of animal responses (A%) 
(based on the sum of A and Ad) is within normal limits, so that we can- 
not say that his thinking is stereotyped and dull. That would be sug- 
gested by an A% above 50. 

Only P 4 (popular) responses are given. Surely Tom could have seen 
several more of these easy associations. It must be difficult for him to 
accept or perhaps to know the clichés of his fellows. Again we feel the 
distance between him and the world of people. 

We can begin to construct a general picture of Tom’s adjustive pattern: 
Self-control and correctness are important to him, and he has the intel- 
lectual equipment to achieve them without sacrificing realistic percep- 
tions. But he does sacrifice emotional relationships, and relies instead 
upon his own speculation and reflections. Probably these center on mi- 
a The control of anxiety is accomplished by preoccupation with 

etails. 

Turning now to the original record, we first examine the quality of the 
W responses, There are two bats, two butterflies, a turtle, a fan, a flower, 
and a burning oil well. The first six of these are easy integrations of the 
blots often given by adults of average intelligence. The last two repre- 
sent somewhat better achievements. They are responses to Card IX, 
which is more difficult to see as a whole. Ability to generalize, to relate 
ideas to one another, is present then at about average level. More com- 
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plex wholes could have been expected from a healthy person who gives 
onses (M). 

4 oaa eed 7 that are substantially identical: tiny faces 
seen as profiles on the edge of the blot. While there are people who use 
Dd in an imaginative and creative way, Tom is not one of them. The 
details he sees are repetitive and stereotyped. 

Inspection of the movement responses indicates impairment in the one 
part of the personality that a detached person can use to preserve a sense 
of personal value and a relationship with others: fantasy, planning, crea- 


tive thought. Tom’s first two Ms appear on Card I. One is an Indian 


standing (a small white space is used for this), and the other is a witch 


riding through the air in a standing position. On Card III, Tom sees a 
“fellow leaning back on his forearms.” This figure is later called a bear 
cub. The fourth M, on Card V, is someone lying asleep. This response is 
hardly M, and some examiners would score it F. The last one appears 
on Card VII; “Just a strange face there. It doesn’t look much like an 
Indian, but that might be a feather. The two faces are noticeably looking 
at each other.” He continues to comment and neatly removes the trace 


of social interaction: “You might say there’s a mirror there and one is the 
reflection. The mirror’s in between them.” 


These indicators of the “inner world” 
not suggest a thinking process that is actively coping with difficulties. 
Passivity, “leaning backward,” and looking at oneself are the dominant 


trends. Healthy adults see people dancing, Kissing, climbing, lifting. But 
Tom is inwardly at a standstill. 


If we couple this passivity with the inhibition of 
ness, we can only conclud 


show no real activity; they do 


law school and 
then applied for a job ina 
ing this failure he developed 
Ss, stomach complaints, and 
eral years he took a job as a 
ing this period he became at- 
ed and whose husband was in 
attachment and finally broke 
elations with this woman nor 


eventually passed the bar examination, He 
government agency but was rejected. Follow: 
a number of symptoms, including weakne 
headaches. After “resting” at home for sey. 
librarian but was dissatisfied with it. Dur 
tached to a young woman who was marri 
military service. He felt guilty about this 
off the relationship. He never had sexual r 
with any other. 
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Before the Rorschach was administered, Tom was interviewed by 
several clinicians. They described him as an obsessive-compulsive neu- 
rotic who was concerned about guilt over masturbation, small thefts, and 
impulses to cheat. He also worried about possible insincerity in his 
declaration when he was baptized as a child. His worries and obsessions 
preoccupied him to an extent that interfered with normal ideation and 
application to tasks. 

The interview data and the Rorschach results are consistent with one 
another. Both show the rumination characteristic of the obsessive per- 
sonality and the lack of satisfying interpersonal relationships. Both sug- 
gest a man of good intellectual endowment who is unable to use his 
capacity effectively; but knowing that Tom was graduated from law 
school enables us to see the impairment in the Rorschach more clearly. 
With the added background data the Rorschach interpretation can be 
extended a little. 

Since Tom’s condition is serious, we wonder what developments are 
probable. There are indications in the record that, with increasing stress, 
Tom could develop delusions. Consider the fact that there is enough M 
to indicate a great deal of associational activity and remember that the 
content of these Ms is passive. This combination is fertile soil for ideas 
that one is being imposed on and pushed around by others. The tendency 
to read meaning in small details could provide him with subjectively 
convincing evidence; while the lack of good interpersonal contact would 
prevent him from getting information about the real attitudes of people. 
All this could happen if Tom lost the awareness that his thoughts and 
impulses are really his—if he began to experience them as originating 
outside himself. This kind of break with reality has not taken place so 
far; perhaps it never will take place. But the Rorschach record indicates 
that Tom could move in that direction. Such a prediction is difficult to 
validate, of course, because we do not know that the additional stress 
needed to elicit the delusions will actually occur. If Tom becomes frankly 
psychotic—a paranoid schizophrenic—the interpretation would be veri- 
fied, but if he does not, we could not say that the interpretation was in- 
correct, The Rorschach suggests the possibilities in the person; it cannot 
yield evidence that they will materialize.’ 

Problem 3. Sacks and Lewin (19) present a brief record and case 
summary to emphasize the error of using the Rorschach as the sole basis 
for psychological assessment. We shall reproduce the record and a por- 

2 Schmidt (21) has published the complete Rorschach record of a case of paranoid 
reaction. The pattern of formal scores is similar to that in Tom's record, except that 
there are a large number of F— responses in Schmidt’s case. His patient hallucinated 


Whepering voices and had unsystematized delusions about his wife’s infidelity. Xon 
will be interested in studying the Rorschach responses of this man. Note the kind o 


M responses he produces. 
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tion of the psychiatric report. Some changes in the published scores have 
been made to fit them into the scheme we are using. Your problem is to 
study the record, construct a scoring summary, and describe the discrep- 
ancies between the record and the report. In what respects does the 
description of the patient fail to agree with inferences from the Ror- 
schach? What major changes would need to be made in the Rorschach 
record in order to reflect the information in the psychiatric report? 


RORSCHACH RECORD OF B.A. 


The roman number indicates the number of the card. The numbers fol- 
lowing the card number show the time elapsing between the presentation 


of the card and the first response. The inquiry is not reported, but the 
score for each response is given. 


I. 18” 1. A crab with two fins sticking out. W F— 


; A 
I. 10” 2. The head and neck of two little dog. D F+ A P 
HI. 14” 3. Two men holding something. I dont W M H P 
know whether they hold individual 
things or the same article. 
IV. 48” 4. Cannot make this out... seems to WwW Fe A 
be an insect, a winged insect. 
V. 6” 5. Looks like a butterfly, Wear. A . P 
VI. 24” 6. A small butterfly; it’s in different D FY A 
shades. 
7. Floor mat of a bear’s skin. D FY A P 
VIL. 14” 8. Two human heads with neck and pat D F4+ Hd P 


of the body; look like children’s 
heads, $ 
Two mice with tiny legs; they look 
like getting something to eat. 
. A big tree with branches and roots. 
IX. 15” 11. Two weird nonhuman heads with big 
stomach, Like 1,000 years ago. 
12. Like flounders swimming. 
X. 16” 18. Two lobsters. 
14. Two angry looking cats’ heads, 
15. Two sea horses, 
16. Profile of a collie dog; a peaceful- 
looking dog. 


VIII. 14” 9. 


Svga uJ g 
ry 
+ 
> 
las] 


Excerpts From Psychiatric Report. 


B.A., a twenty-nine-year-old veteran, complains about jealousy of his wife, 
fighting, difficulty in getting along with people and feeling watched by others. 
He has been married four months to a night club dancer. , . . He made ex- 
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cessive demands upon her, and her work aroused his anger and jealousy to 
the point where he became often abusive. . . . He has been infantile, im- 
patient, impetuous, threatening and confused. While things would go well with 
enough reassurance, symptoms would disappear immediately. With any delay 
or frustration, he developed extreme intolerance and has threatened harm to 
his wife, her father and himself. On account of his violence, his wife has left 
the house and has threatened divorce (19, p. 480). 


THE STATUS OF THE FORMAL SCORES 


The use of separate scores implies that different psychological proc- 
esses are represented by each score. Take W and D as examples. Pre- 
sumably, the activity required to produce W is somehow different from 
that yielding D. And yet Rorschach interpreters themselves find cases 
where this difference does not seem to exist. In many records, the Ws do 
not require any more creative effort or perceptual integration than do 
Ds. Whole responses like “a map of some kind,” or “bony structure” may 
reveal apathy or banality better than D responses that have been broken 
into parts and reintegrated. The location scores, like many of the others, 
are based on a mixture of logically constructed categories, approximations 
to actual perceptual processes, and some empirical evidence. It could 
very well be that a different scoring procedure would be psychologically 
sounder than the one currently used. For example, Beck (2) has intro- 
duced a Z score that probably reflects perceptual integrating activity more 
accurately than W does. 

Factor Analysis of Scores. Wittenborn (25, 26) used factor analysis to 
explore the meaning of the separate scores. His results indicate that some 
of the traditional scoring distinctions may be unnecessary and even er- 
roneous. For example, the factorial composition of FC seems to show 
that it is more closely related to M than it is to the other color scores. 
If this should turn out to be generally true, we may have to recognize 
that the restraint or inhibition of action implicit in both M and FC is 
more important than we usually suppose. 

Another of Wittenborn’s findings is that CF, C, and W are closely re- 
lated. They have significant loadings on a factor that could be called 
“perceptual spontaneity.” Here is a suggestion that the impulsiveness or 
lack of emotional restraint shown by CF may also be shown by W. With 
this possibility in mind, it is instructive to reexamine the record presented 
in Problem 3. Could it be that the lack of restraint noted in the psychi- 
atric report appeared in the Rorschach as responses 1 and 4? Both of these 
are wholes with poor form quality. ; 

Influence of Total Productivity. As the total number of responses in- 
creases, the relationship among scores in the various categories changes. 
The simplest illustration is afforded by the P scores. With only twenty 
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possible popular associations, the percentage of P responses is bound to 
decrease as the length of the record goes beyond normal expectancy. It 
is hazardous, therefore, to use the percentage P in a record for inter- 
pretive purposes. Much the same thing is true of W. Apparently it be- 
comes more and more difficult to create good syntheses of the whole blot 
after the first six or eight are given. Quite possibly, then, a W percentage 
of 80 has quite a different significance in a record of forty responses than 
it does in a record of twenty. 

Fiske and Baughman (7) have made a detailed study of the relation- 
ship between the number of responses and the various scores. They point 
out that the relationship is nonlinear in some cases, linear in others. For 
example, FY tends to increase in a regular way with an increase in R, 
but the number of Dd increases very sharply in records longer than forty 
responses. They do not believe that the use of percentage scores ade- 
quately meets this difficulty. The whole problem is one that hampers 
statistical analysis in Rorschach research, because differences between 
group scores may be due to differences in productivity rather than to 
differences in the use of particular locations or determinants. Fiske and 
Baughman are inclined to favor using only the first three responses to 
each card; when fewer responses are spontaneously given, the subject 
should be encouraged to give at least three. While this method would 
lose some data, it has the very great advantage of yielding records of 


comparable length. Norms collected under such conditions would be 
more meaningful than those now in use, 


Content Scores and Formal Scores, Rorschach interpretation has usu- 
ally depended more on location a 


nd determinant scores than on the con- 
tent of the associations. Of course, peculiar or bizarre associations are 
always considered in interpreting the total record, and the possibility 
that certain associations 


have symbolic meaning has been repeatedly 
suggested. Some investiga 


tors have presented lists of associations that are 
supposed to appear commonly in certain clinical 


roups; e.g., suspicious, 
paranoid individuals ma SEa SE s 
ally be responsible for the 
To point out one instance, consider the fact that M 


standing) is ordinarily 
taken into account by the interpreter. Perhaps M, as now used, represents 
two or three different psychological processes that can be distinguished 
y apply to the color scoring. Although 
otionality in Rorschach interpretations, 
the real connection is between certain 


color is supposedly linked with em 
it seems entirely probable that 
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kinds of associations and emotionality. The role of color is simply that it 
permits the appearance of significant content that would not otherwise 
be given. If there were no chromatic colors in the blots, it would be very 
difficult to elicit responses of “blood,” “fire,” or “inflamed tissue.” Yet 
this kind of content is fairly frequent among emotionally disturbed peo- 
ple. The writer recently examined the content of the color scores in 
thirty-five published Rorschach protocols. The records were taken from 
a variety of clinical types and a few normal persons. In this small sample, 
some interesting trends appeared. “Blood” associations were always 
scored C, and they accounted for nearly half of all C scores. Anatomy 
was ordinarily given a CF score, although about a third of these responses 
were scored FC. The few fire and explosion associations that appeared 
were given CF scores. This relationship between certain kinds of content 
and the color scores could mean that any validity of the color scores is 
actually due to the content of such associations. Obviously, this hypothesis 
must be investigated further before it can be taken seriously. Evidence 
has already appeared, however, that casts a good deal of doubt on the 
presumed significance of color in the Rorschach test (18, 22). 


INADEQUACIES OF THE RORSCHACH METHOD 


Considered as an objective measuring instrument, the Rorschach 
method has severe drawbacks. We need to appraise the method critically 
if we are to use it appropriately. Of course, if the Rorschach is regarded 
mainly as a way of enriching the contact between client and clinician and 
of turning up data that would otherwise be missed, some of these defi- 
ciencies are not very important. n 

Examiner Variability. One difficulty with the Rorschach is that exam- 
iners vary in their interpretation of the same record. The Rorschach is 
not unique in this respect; it is characteristic of the whole clinical proc- 
ess, A more serious defect is that different examiners may obtain different 

reason for this defect is that scoring is 


records from the same client. One 

affected by the bias and training of the examiner. A response that would 
be scored CF by some clinicians may be called FC by others; and it is 
not always clear whether a response is M or simply F. Published scoring 


standards help to solve such problems, but difficulties are still frequent. 

Tn addition to variability in scoring, we have evidence that the per- 
sonality of the examiner affects the associational process itself (8, 15). 
In a carefully controlled study, Lord (15) arranged to-havethitias 
college men tested by each of three examiners. Her data show that when 
examiners made deliberate attempts to be cold or to be accepting, the 
records were affected. Even more important is the fact that the examiners 
had different effects on the obtained records, regardless of their simulated 
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attitudes. The coldest and most masculine of the three female examiners, 
for example, obtained the shortest records and the largest number of C 
responses. While we are not sure exactly how this influence is exerted, it 
probably occurs largely in the inquiry period. At any rate, we know that 
any given record is only one of the possible records that a client could 
produce. 

Crudity of Measurement. The interpretation of some of the scores de- 
pends upon expected values that have a wide range. The expected value 
of W% among normal adults ranges between 20 and 30. Slight errors 
in scoring W, therefore, are not likely to have much of an effect on the 
examiner's interpretation. But this is not true in other cases. Scoring two 
responses in a fairly short record as C would make a substantial error in 
the interpretation, if these responses should have been scored FC or CF. 
Several mistakes of this kind can produce serious interpretive errors. 
Eysenck (6) complains of the low reliability of many of the Rorschach 


n an interpretive approach 
itive approach” suffers from 
to, and base his interpreta- 
> and slight deviations from 
consequently little validity, 
nd valid scoring categories 
al approach” (6, p. 167). 

centage scores in short rec- 
in scoring one response will 
5 per cent. For many scores, 
, the effect is to make the error 


ents made about personality on 
ched in very abstract language. 
d of fuzziness as to the precise 
ty that is being described. Con- 
scores. The pure C response is 
nal responsiveness, to ungovern- 
to refer to rage, but this is cer- 


related, it is said, to uninhibited emotio 
able impulses. Sometimes it is supposed 
tainly not the only interpretation. How clear are these concepts? Are we 
speaking of any kind of impulse, say compulsive desire to eat or to be 
sexually promiscuous? How can we recognize the approximate point at 
which an emotion (gloom, delight, anger) should be classified as “un- 
governable.” We are not doubting that 


r i there is some kind of relationship 
between C and emotional impulsiveness, but we must insist that the 
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hypothesis is dificult to test as long as the concepts are in their present 
form. 

An attempt to determine the meaning of CF scores has been reported 
by Clark (4). He divided the group Rorschach records of 100 college 
students into two subgroups: those with fewer than two CF responses 
and those with two or more. Since these students had taken the Minne- 
sota Multiphasic Personality Inventory, Clark could determine which 
items differentiated the two groups. He reports: “The higher CF score is 
apparently correlated with a lack of regard for social conventions and a 
lack of reserve or inhibition in social attitudes” (4, p. 385). These findings 
were cross-validated on a subsequent group of forty-one students. Despite 
the indiscriminate combining of records, these results are in line with 
Rorschach tradition. They are also a step in the direction of a clearer 
specification of the personality correlate of the CF score in the normal 
range: unwillingness to observe social conventions. By means of specially 
constructed attitude scales, this concept could be related to the other 
color scores and, even better, to configurations of scores. 

Although the Rorschach is designed for a configural approach, many 
investigators attempt to discover the validity of single indicators, or 
“signs,” isolated from the rest of the record. These enterprises are inter- 
esting, but their relevance to the study of the individual by the Rorschach 
method is not entirely clear. A good example of the confusing state of 
affairs is provided by some studies of anxiety indicators in Rorschach 
records. Williams placed subjects in an experimental stress situation by 
using electric shock and the threat of observation by psychologists. He 
found a marked relationship between the decrement on a digit-symbol 
test under stress and the presence of certain Rorschach signs (color and 
F+%). Lazarus and Carlson (14) repeated Williams’ study and ob- 
tained negative results. Eichler (5) used shock as a source of stress and 
administered the Rorschach under stress conditions. A control group took 
the test without stress. He reports that only 4 of 15 indices of anxiety 
changed reliably in the expected direction. Berger (3) then undertook a 
similar study, using the stress caused by entry into a tuberculosis hospital 
as the independent variable. He studied both total interpretations and 
isolated signs of anxiety. Two judges examined the unidentified records 
of forty patients taken when they entered the hospital and again some 
six weeks later. One judge identified the “stress” record in thirty-five 
of the forty sets of records; the other made thirty-six correct identifica- 
tions. In Berger's analysis of specific anxiety indicators he found that 
most of them changed as expected. Among other things, records taken 
under stress showed decreased R, fewer content categories, more shading 


responses, and more frequent rejection of the cards. 
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mtly the question is not whether the Rorschach can reveal 
seal aster oie kind of anxiety is being revealed by it. If we 
accept Berger's findings at face value, a further serious question must be 
asked: “Can we tell the difference between situational anxiety and en- 
during anxiety-proneness from the Rorschach record alone?” It seems to 
the writer that the answer is this: the Rorschach record alone cannot be 
used to decide between these alternatives, Only when the interpreter 
knows the conditions of living faced by the client will he be able to use 
the Rorschach material effectively. 

Failure to Reveal Personal Assets, Evidence is 
sonality descriptions based on Rorschach records a: 
the “maladjusted” direction. In one study (9) 
ment of 146 eighteen-year-olds who were presumably normal. These 
experts, using the Rorschach alone, judged that about two-thirds of the 
group were maladjusted. Their ratings (on a four-point scale) were 
compared with similar ratings made by caseworkers who had actually 


known the subjects over a period of years, The results showed that there 
was only a slight relationship between th 


thors comment: “The lack of a statistica! 
only lead to the conclusion that the Ror 
little value in predicting adjustment ratin 
of interviews and case histories” (9, p. 1 
ment studies of graduate students in clin 
cate that ratings based on the Rorschach 

Perhaps these findings 
has developed largely in 
The chances are, howeve 


accumulating that per- 
re likely to be biased in 
» experts rated the adjust- 


of abnormal persons. 
appropriate for deter- 


repeatedly with the fact that the Rorschach ma 


> but it very likely will i e no 
indication of the fact that the subject ha: NE A a alan 


An Evaluation. The Rorschach meth 
widely used clinical tools. Despite it: 
mental studies critical of its assump 
it to most other methods of personal 
a practical device? 


Zubin (27) has pointed out that the Rorschach method is actually a 


od is one of the two or three most 
s deficiencies and despite experi- 
tions, clinicians continue to prefer 
assessment. Why is it so favored as 
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kind of standard interview. We can go further than this and say that it 
is a stress interview. True, the stresses are not intense, but they are 
strong enough to influence insecure, anxious people. The result is that the 
clinician has a performance to observe instead of a report to evaluate. 
The crucial question is, to what extent is this performance characteristic 
of the way the person functions in general? The answer to this question 
is not certain at present. Probably for some people—those who are con- 
sistent or rigidly set in their ways, the Rorschach performance is repre- 
sentative of their general adjustive patterns. But for others, it reveals 
something that is true but not typical of them. 

Another advantage of the Rorschach method is that it is less easily 
manipulated by the client than is the interview. Since he usually does 
not know how to act in order to satisfy the clinician and himself, his per- 
formance depends upon his preferences, aspiration level, guesses as to the 
clinician’s expectations, fear of self-revelation—in short, upon his personal 
dynamics, Thus the clinician can come a little closer to seeing the opera- 
tion of forces beyond the client’s awareness. The Rorschach performance, 
then, differs greatly from methods that depend upon self-report, such as 
interviews and questionnaires. 

The Rorschach method has another characteristic that is both a strength 
and a weakness: the perceptual and associational activities it requires 
are apparently easily disrupted by transient anxiety, marginal associa- 
tions, and deliberate efforts at self-control. The ease with which Ror- 
schach performance may be disturbed by such factors makes the test 
peculiarly appropriate for probing subtleties of personality. It also leads, 
however, to interpretations that exaggerate the importance of these subtle 
revelations. At present, the only real safeguard against this kind of ex- 
aggeration is to place the Rorschach findings in the context of the case 
history, 

The Rorschach method appears to offer a good opportunity for the 
clinician to estimate significant trends in the client. While it hardly yields 
a picture of the “total personality,” it can often get at personal charac- 
teristics that are of critical importance in the integration of personality. 


Under optimal conditions, Rorschach performance ought to be able to 


suggest answers to questions like these: How well organized is the 


client’s thinking? How deviant is the content of his thought? How does 
he manage anxiety? How does he evaluate himself? Does he fear to re- 
veal himself to the clinician? What does he do about sexual or hostile 
thoughts? ae 

Looking at the Rorschach as a standard stress interview means that we 
must not stop with interpreting the formal scores. We must be sensitive 
to many aspects of the client's behavior during the test. Probably we 
Must pay more attention to associational content than we have in the 
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past, as Zubin (27) has suggested. And certainly we must be aware of 
his behavior style as much as we are aware of his perceptual style. 

The peculiar virtue of the Rorschach, then, is that it provides data 
about a number of important reference points in the total pattern of 
adjustment. Study of these reference points turns up discrepancies. Then 
the interpretation of specific scores is modified to take them into ac- 
count. The record is searched again with new hypotheses in hand. Now 
it may be found that a single response, hitherto neglected, takes on a 
special meaning. Finally, the broad picture emerges, the deployment of 
intellectual and emotional resources can be sketched, and the weaknesses 
of the adjustive process suggested. 

The danger comes from relying exclusively on the Rorschach. It can- 
not give a total picture of personality, despite the claims of enthusiasts. 
For the person functions in a world that both helps and hinders, that 
contains both tolerant and intolerant people, that reacts to his actual 
behavior as much as it does to his potential for breakdown. Therefore you 
will need to look beyond the ink blots, modifying your interpretation of a 


life history by what you have learned from them, and changing your 
understanding of the Rorschach record by what you learn from studying 
the life history, 


Does the Rorschach have enough validity to give us even the hazy 
outlines of a portrait? Should it be taken as seriously as we have sug- 
gested in the preceding paragraph: to modify your interpretation of what 
facts you know about the life of the person? The answer is yes, And this 
answer does not rest simply on the repeated reports of clinical usefulness 
in specific cases, 

One of the most extensive in 
reported apparently finds the Rorschach and other projective methods 
to be of little value (11), But 
cover evidence that positive, 
Morris (16) has made a deta 
certain ratings made by Rorschach examine: 
that had studied the subjects intensively f 


skill in using the 
low thirties, The 
tpreted in the light of the subjects 
investigation were all students who 
ining programs in clinical psychol- 
more homogeneous in many ways 


who were tested. The subjects in this i 
had been accepted into graduate trai 
ogy. This kind of group is obviously 
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than the population at large. The mere fact that they had completed 
college training indicates their high level of intelligence and academic 
drive. Let us remember, too, that the group would not include students 
who had been discouraged from further work because of their poor 
social or emotional adjustment. We may reasonably suppose that the 
Rorschach examiners in this study were called upon to make finer dis- 
criminations than would ordinarily be the case. On this supposition, the 
fact that positive validity coefficients were the rule gives us the necessary 
support for believing that in other situations better results could appear. 

The Rorschach is not very satisfactory, but it does a kind of job which 
our traditional psychometric tests do not do. And clinicians feel that in 
their work it is a job that ought to be done. Research will undoubtedly 
sharpen the Rorschach method, at least by showing the places where it is 
weakest and should have little weight in the clinician's judgment. On 
the other hand, research studies will not aid in improving the Rorschach 
if they analyze records without taking account of patterns or configura- 
tions of scores. 


EFFECTS OF THE RORSCHACH ON THE CLINICIAN 


We have already pointed out that the clinician may be influenced 
toward “derogatory” judgments of clients by studying their Rorschach 
records, But there are other possible effects that the Rorschach method 
may have on the clinician that could be beneficial. 

Problem-setting. For one thing, the Rorschach sets a stimulating prob- 
lem for the clinician. After the scoring is finished, he is faced with the 
necessity for interpretation. Unless he gives a “cookbook” interpreta- 
tion, i.e., one in which he simply lists textbook statements about the 
meaning of each score, he must do some creative thinking. He is chal- 
lenged to develop a unified conception of the client. Hypotheses sug- 
gested by the Rorschach will spur him to search his case notes again 
and to reanalyze other test data, The effect of the Rorschach record, 
then, is to induce the clinician to pay more attention to the case he is 
hment of contact between him and the case 


studying. There is an enric t ; 
materials. This stimulation of the clinician contrasts with the lack of 
test; in the latter case, the 


involvement resulting from 4 psychometric 
score is translated into a measurement or a prediction and the clinician 
has no further problem. Involvement must come, in such instances, from 
interview or case-history data. 

Modification of Set. The Rorschach can serve the clinician usefully in 
another way, by breaking sets that he has formed on the basis of other 
data, After interviewing, he may have formed some conclusions about 
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the causes of a client’s difficulty or his outstanding traits. The introduc- 
tion of the Rorschach record may now force him to reconsider decisions 


final report is prep 
client. This interpre 
client along with the scored record 


never seen the 
ational level of the 


case conference. 
1. Discuss the advantages and disadvanta 


ges of each a 
2. Which arrangement should be adopte aaa oa 


d as standard practice? Why? 


NY Qo na ff Oo ND 


. Hertz, M. R. Frequency 


. Klopfer, B., & Kelley, D. 
. Lazarus, R. S. The influ 


. Lazarus, R. S., & Carlson, 


. Lord, E. Experimentally in 
» Morris, W. W. Rorsc 
. Roe, A. Two Rorschach 


. Rorschach, H. Psychodiagn 
. Sacks, J. M., & Lewin, H. 


. Samuels, H. The 
. Schmidt, H. O. The 


. Wallen, R. The nature of co 
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CHAPTER 9 


The Thematic Apperception Test 


In 1820, Thomas Brown wrote: “To the cheerful, almost every object 
which they perceive is cheerful as themselves. In the very darkness of 
the storm, the cloud which hides the sunshine from their eye, does not 
hide it from their heart; while, to the sullen, no sky is bright, and no scene 
is fair” (4, p. 127). After relating mood to perception, he discusses the 
more enduring dispositions of the person: 

. emotions of a stronger and lasting kind must influence the trains of 

thought still more;—the meditations of every day rendering stronger the 
habitual connexions of such thoughts as accord with the peculiar frame of 
mind. . . . We see, in every thing, what we feel in ourselves; and the thought[s] 
which external things seem to suggest, are thus, in part at least, suggested 
by the permanent emotion within (4, p. 127). 
These propositions express the central assumptions which, in the twen- 
tieth century, are embodied in the Thematic Apperception Test. Of 
course, since Brown’s time, unconscious motives have been added to the 
“permanent emotions” which he mentions. 

Brown also hints at the stumbling block that trips the twentieth- 
century psychologist in his efforts to interpret the thoughts and percep- 
tions of his client. “. . . in part at least,” we are told, the character of 
perception is determined by motives, attitudes, emotions. But what part? 
What rules shall we follow to find the points where the inner world of 
the person guides thought and those where external social and physical 
reality have shaped its course? The value of the Thematic Apperception 
Test (TAT) as an instrument for revealing personality depends on our 
ability to answer these questions. Let us look at the nature of this projec- 


tive method. 


ADMINISTERING THE TAT 


are twenty black-and-white pictures. The 
although they are printed on cardboard 
Tomkins’ 


The materials for the TAT 
Pictures vary somewhat in size, 

1 Historical background for the TAT will be found in the first chapter of 
book (27). ia 
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with standard dimensions of 914 by 11% inches. A few of the pictures 
are rendered with photographic clarity, but most of them have been 
drawn without fine detail and with soft lines, like charcoal sketches. We 
shall describe the pictures later. Most of them can be used with either 
sex, but a few are used exclusively for males or for females. 

Administering the Test. After making the client comfortable, he is 
given these instructions: 

I am going to give you a test of ima 
I want you to make up a story about each one. Try to m 


sure to tell what is hap- 
rs think and feel, and what the 


pted from those given by Murray (19) in 
Examiners make changes to suit the particular 
ut the instructions always include a request for 
ation, thoughts and feelings, and outcome. Ordi- 
y of these four elements in giving a story, they 
ission and encouraged to tell the part they left 


the manual for the test, 
client they are testing, bi 
prior events, present situ 
narily, if clients omit an 
are reminded of the om 


t facial expression and establishes an 
easy conversational atmosphere, 
The entire series of 


TI í pictures is not usually presented at one sitting. 
Giving stories for ten pictur 


pictures requires about an hour, and both the 
client and the examiner are likel 


Murray (19) suggests that at le. 
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Writing down the clienť’s stories is a hard job. Ideally, every word 
should be taken down, but examiners frequently cannot write fast 
enough. It is permissible to ask the client to go more slowly or to repeat 
something he has said. Even then some words will be missed. Many 
psychologists, therefore, are using tape and wire recorders to get an 
accurate record of the stories, The recordings may be transcribed at 
leisure, and they have the additional merit of allowing the examiner 
to hear the client’s tone of voice when the story is being analyzed. 

The Inquiry. While the examiner is usually silent and does not inter- 
fere with stories, he should inquire about unclear or confusing stories. 
Ordinarily, this inquiry follows the end of each story. It must be a subtle, 
nonsuggestive probing. When important objects in the picture have 
been omitted from the story or mislabeled, questioning about them 
should probably be deferred until the end of the session. Then there 
is less chance of making the client aware of his distortions. Some ex- 
aminers interview the client after the test is finished. They then encour- 
age the client to tell about his stories, their sources, which ones he liked 
best, and what he thinks about his plots and characters. 


SOME SAMPLE STORIES 


To get an idea of the kinds of stories clients give, we shall compare 
three different stories for Card 1. This picture shows a boy gazing at 
a violin on the table in front of him. He is supporting his head on his 
hands as if resting. The first story was given by a single woman in her 
middle thirties. She is an intelligent person without any evident neurotic 
symptoms, 

Well, it’s a desire to study music but a lack of lessons—a forlorn feeling of 
“I wish I knew how, but I have nothing to work with,” a sort of despair feeling. 
The outcome of this will be that if he ever has the money or the time he will 
devote it to the study of the violin. I guess that is about all. I’m not very good 
at storytelling. That is one thing I don't do, is dramatize things. I have one girl 
friend at work who does that kind of thing all the time. 


The second story was given by an epileptic man in his late twenties. 
He showed a number of neurotic symptoms including temper outbursts 
and sexual difficulties. 

This boy is sitting there dreamy-eyed. He doesn’t like to play the fiddle 
but he’s forced to play it because his mother wants him to learn it. He'll go 
ahead and play it, because he’s forced to. But he won't want to. That’s about 
all. He must not be interested in music because he lets it lay under the violin. 
He’s got a smirk on his face, like “I’m gonna show you. 
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The third story was told by a single woman of thirty, She has had 
psychotherapy. Her chief complaints were: inability to stand up for 


herself, feelings of inadequacy, and a tendency to withdraw from social 
situations. 


» instead of being, wanting to go out 
, he’s certainly got the appreciation and 
the willingness to study, he might succeed. Seems as though music would 
always mean a great deal to him. 


As you study these stories, notice that, in addition to the actual story, 
two of the clients make comments about thei 


story she gives, Nobody has criticized it. 
rectly, the criticism is aime 
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We shall discuss the problem of interpretation in more detail later. Let 
us now turn to one of the first steps of interpretation that is found in 
nearly all schemes. 


ABSTRACTING THE STORY 


Reading only a few records will convince you that some assumptions 
about the meaning of TAT stories are of little value. One of these is that 
the stories duplicate in slightly disguised fashion the actual experiences 
of the narrator. The number of killings, suicides, and jail breaks found 
in the recordings of normal people is enough to show the falsity of any 
such view. After all, the instructions invite people to indulge their im- 
agination and to dramatize, Small wonder, then, that they choose the 
kind of events dramatized in the news and the movies. 

Another assumption that should not be made is that the events in the 
stories are events which narrators wish for. If a man tells a story about 
a wife who is unfaithful, we are not justified in assuming that he wishes 
his own wife were unfaithful. Nor can we properly assume that he fears 
his wife has been or will be unfaithful. Interpreting stories on any such 
concrete basis will lead to ridiculous results. Nevertheless, the story 
is there and it must be related in some fashion to the man who told it. 
How shall we proceed? 

Nearly every TAT analyst begins by abstracting events and persons 
from the stories. That is, they regard the concrete events as examples 
or illustrations of more general categories. A murder, abstractly re- 
garded, is an example of a personal attack. Still more abstractly, it is 
a manifestation of hostility. On the most abstract level, it is a form of 
behavior, At this last level, we have drained out all the characteristics 
of murder except that it is a human action. The same abstracting process 
can be applied to the people in the stories. Thus a young married woman 
belongs to the class of “married wome' (neglecting her age), to the 
more general class of “women” (neglecting her marital status), and to 
the still more general class of “persons,” if we neglect her sex. For any 
Story, then, it is possible to construct a number of abstract versions. To 
illustrate, we use a story told by a married man in his early twenties: 

This is a doctor. He’s a rather sinister figure. He’s been called in because—he’s 
in by the boy’s parents who are unversed people. 


doctor will treat the symptoms only. The boy will 
ts will be relieved. The doctor will collect his ex- 
no doubt, will die later, say of cancer. 


somewhat of a fraud—called 
The boy is seriously ill. The 
think he is better. The paren 
orbitant fees and depart. The boy, 
In constructing abstract versions of this story we may begin with the 
y “male experts,” “experts,” and finally “peo- 


doctor. He may exemplif 90 a snd 
ple.” The boy may exemplify “young people,” “dependent people,” an 
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it nis » and 
lly “people.” The death belongs to the class of getting worse, an 
ree “al Le belongs to the class of “failure to receive benefit.” By neglect- 


ing the parents mentioned in the story, we get a low-level abstract version 
like this: 
A doctor treats a sick boy superficially, and the boy later dies. 


By substituting extremely abstract categories for the persons and the 
actions, we arrive at this version: 


1. A person helps another person, but the second does not benefit. 
A story at an intermediate level of abstractness could read this way: 


2. An expert treating a person makes him worse. 


Now, these versions all depend upon leaving out the term “fraud” 


that was used in the original story, and they neglect the statement that 
the parents are “unversed people.” If we consider these elements in 
constructing an abstract version, our story would appear rather different: 


8. Ignorant people employ an expert who is a fraud to treat a relative. The 
relative dies, 


ore we present it, let us point out 
r compatability among these versions. Is it 
not possible that, for thi ng man, there is truth in all of them? It is. 


ppropriate abstrac 
finding another story that yields about 
abstract versions for this 
found which is the same as 


t version of a story depends on 
the same set of relationships. As 


new story, one will usually be 
» OF quite similar to 


An older man gives help to a younger man in such a way as to hurt him. 
At once we see that it is 


possible to construct a version of the 
lent doctor” story that coi 


“fraudu- 
ncides with this one. The fact that tw: 


o stories 
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can be unified in this way indicates that this belief is probably of special 
significance to the storyteller. 

Abstracting is a first step in TAT interpretation. It enables us to gen- 
erate a number of versions of the same story that are simple enough 
to be dealt with easily and at the same time preserve essential mean- 
ings. Sometimes abstracting must be done a number of times for the 
same story, using different elements as components. In the story about 
the doctor, version 8 shows the effect of introducing the parents into 
the story. Actually, it is probably more appropriate to neglect the parents 
in this case. The narrator spends more time describing the doctor than 
he does the parents, and thus singles him out as a prime figure. Had 
the story emphasized the stupidity of the parents and minimized the 
physician, it would have been better to construct an abstract version 
that neglected the physician. Since the clinician’s judgment is involved 
in abstracting, versions of the same story constructed by different clini- 
cians may not always be the same. Finding similar versions of several 
stories should aid in removing some subjectivity, however. Another 
difficulty is that some stories cannot be abstracted because there is no 
plot: the characters are simply described or are said to be thinking. Such 
stories should be looked at carefully to see whether they have any com- 
mon elements. Often some general statement may be made about the 
characters or the situations yielding these plotless stories. 


ORGANIZING THE DATA 


Another activity in TAT analysis is organizing the story material. A 
wide variety of organizing principles can be used, and they yield some- 
what different data, One widely used type of analysis requires listing 
the characteristics of the central figures, the forces acting upon them, 
and the outcomes of the stories. The essentials of this kind of organiza- 
tion were originally stated by Murray (19), although many variants of 
his method have been proposed. Another method requires the applica- 
tion of Mill’s canons of experimental inference (27) in such a way that 
causal factors producing outcomes are made visible. The method we 
shall follow here is a simple scheme proposed by Arnold (1). It organizes 
stories as units into categories of interpersonal relationships. While it 
does not yield quantitative data and is less objective than some of the 
other methods, it is a good one to begin with because of its simplicity. 

Arnold’s method requires an abstract version of each story, constructed 
in about the way we have already described. The simplified versions 
are then arranged into groups on the basis of the sex and relationship 
of the characters in the story. In Group I are placed all stories dealing 
with parent-child relationships. A subcategory is provided for stories 


228 Clinical Psychology: The Study of Persons 


showing child with mother and another for father-child stories. Another 
could be added for stories where both parents are brought into the 
story. Group II includes stories with heterosexual situations, with sub- 
divisions for married and unmarried characters. Group III is devoted 
to stories where the characters are all of the same sex. There is a separate 
category for each sex. Group IV includes stories where only a single 
person is present. Again there is a category for males and one for females. 
The last group, V, is for miscellaneous stories in which humans are 
unimportant. Let us apply this organizing scheme to a sample record. 


A SAMPLE RECORD 


We shall present the stories given by Tom C., the man whose Ror- 
schach record was analyzed in the last chapter. Before each story we 
shall briefly describe the picture he was viewing. The descriptions are 
adapted from those of Murray (19) 

i, if 


A boy, head in hands, gazes at a violin on the table before him.] 


- - Here’s a child taking lessons. 
ough practicing. He’s tired and 
probably either practice a little 
wants to be. He’d like to leave 


a olding some books. Beyond her a man and 
8 in a plowed field. A woman leans against a tree at 


+». Perha ight 
have all been discussing something. The woman is thinking, The pore ie? 
like it's cloudy or late 
ut on a farm, The man 

is younger than the woman. 


8 BM. [Seated on the floor leaning against a cou 


ch is a boy. His face 
is not visible. A pistol is on the floor near him.] 


This child is crying because he didn’t have his wa 


y. His feelings were hurt 
some way. He’s been out playing. He didn’t get his o 


wn way. Looks like a gun 
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there. Maybe someone was rough with him or. . . - I don’t know whether 
he was spanked or not, could be. He’s crying hard as if his heart would break. 
Of course, I think he’s feeling deeply about it now but will soon get up and 
start doing something else or go back out and play some more. . . . He’s not 
asleep in that position. He’s just come in. I can’t tell what’s beyond outside. 
No, someone may have taken advantage of him or he didn’t get his way. He 
came running in the house in order to get away and give vent to his feelings. 
To tell what started his crying, I'd have to think back and see what makes 
little boys do that. Perhaps he and another boy were playing and, playing 
robber or soldier and began to scuffle. This one was gotten the best of. It 
looks like it might be a girl. I never thought of that. Girls don’t usually play 
with guns, He has long hair and maybe a skirt. After his feelings are vented, 
he'll go out and start play. He'll start with a single fellow or maybe just with 
himself. 

4, [A man is turned away from a young woman as if he were pulling 
away from her.] 

This picture looks like the boy has. . . . He’s thinking of something other 
than the girl. Maybe he has some other girl in mind. Could be he’s just told 
her that he didn’t love her any more. He may be fixing to leave her. She’s in- 
quiring what the trouble is all about. She’s in love with him, but he’s going 
to leave her. He’s thinking of something else. She’s looking at him wondering 
what he’s thinking about. Could be he’s had some trouble and she’s trying to 
console him. The outcome of course he will be leaving in just a minute. She'll 
go back inside. I don’t know what the sign represents. He looks more like a 
worker than a soldier. He’s expressing, a look far away, some discouragement. 
Hers [her expression], encouragement or connected with his having told her 
about not loving her any more and wondering. I can’t tell where they are. The 
door and curtain . . . not a home. Reminds me of a picture show. The man 
was afraid to go up in high places. The girl encourages him. He’s afraid. The 
man is husky and the girl is very neat. Her hair is pretty. The main thing 
I think I see is love and the breaking away. 


5. a middle-aged woman is looking into a room throug 
way. 


h the door- 


A noise, the woman heard a noise. Either someone at the door or just some 


noise. She has come to investigate. She’s wondering. She might be saying, 
Who is it?” or calling someone. It is in the living room or library. She’s cau- 
tiously looking in. She'll either go back, finding no one there, or go ahead 
and open the door. It looks like it’s late, but she’s still up. The lantern is burn- 
ing. She has been for some reason. . . . She is opening the door, not closing 
it. She’s not afraid. There’s a sense of wonder. 


6 BM. [An elderly woman stands with her back to a young man 
seems to be confused or frowning. ] 


Well, well. Looks like the son has done something to disapp 
He’s worried. She’s turning away. Boy! I [shakes head]. . - - 


who 


oint the mother. 
They are in the 
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house. He’s had some bad news for her. She isn’t comforting him in any way. 
She doesn’t give him any comfort. As to what he’s done, it’s hard to say. 
He’s so. . . . He’s old enough to be married. At least thirty. She’s about sixty. 
Maybe she’s. . . . Well, maybe she’s a very religious woman. He’s had some 
family troubles, wants to marry again. She won't listen to him. It’s contrary 
to her feelings. He’s confused and discouraged, about his feelings. He doesn’t 
know what to do. The outcome of course will be that he will have to go out 
and make some decision. [ust what he'll make is hard to say. More than likely 
he'll go ahead and do what he wants to do. He’s confused now. He wanted 
to talk to his mother about it. It doesn’t look like. . . . Ordinarily a mother 
would be encouraging if he was in trouble. She would not be like this. She 


would face him and hold his arms, give comfort. But here she doesn’t. She 
turns away sternly, 


7 BM. [An older man with a mustache is looking down toward a 
younger man. The young man gazes into space with a set or sullen look.] 
The men are sittin 


g together discussing current problems. The older fellow 
is, has just finished 


saying something. He’s interested in the younger man’s 
er man is pondering what the older man has said before 
he says anything. The older one expresses a sense of satisfaction. The younger 


expresses, I wonder. . . . It looks like he might not agree with the older man. 
OF course the outcome will b 


8 BM. [A boy, in coat and tie, gazes straight out of the picture. A kind 
of montage background show. 


s a surgical operation. A gun is partly visi- 
ble at the left of the picture.] : 8 paruy, 


out fifteen years of age. All dressed up thinking 
only of things happening in civilized life, Wai 


rigged-up place, not permanent. The di 
that old in the service but it detracts. . , , The 


young fellow has, it could 
be . . . the outcome is that this hoy A- Fh 


Cie aOR yesi. a. D can Eee 
ng operated on. The importance 

ming of the future when 
mous doctor, Well, times 
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as they are now [laughs]. Well, he might [laughs] . . . let’s make him a doc- 
tor. 


9 BM. [Four men are relaxing on the grass. One rests his head against 
another’s back. They appear to be in work clothes. ] 


Oh, these are Negroes, aren’t they? It’s dinner time. They've put in a hard 
day in the field. Now they're taking it easy, resting. Two of them are resting. 
One looks like he’s in charge, sitting up. He’s more awake than the rest. It 
certainly looks like they're resting from their work. They'll snooze awhile longer. 
They've had their lunch. They'll go back to work, They're in a grain field. 
They all feel satisfied. 


10. [Close-up view of a woman leaning her head against a man’s shoul- 
der.] 


That looks to me like a mother and son. The mother is experiencing great 
feeling, love for her son. He’s returning it with a kiss on the forehead. Looks 
like he’s a soldier. He’s neither arriving nor leaving. It’s just an occasion where 
he has feeling for his mother. She has her hand on his chest. Both have their 
eyes closed and a deep expression of love. They'll carry on a conversation and 
then go about their respective ways. Or it could be an older man, husband 
and wife, But it's the same thing anyway, love between them. 


11. Second session. [A murky picture of a road along a cliff, vague 
figures in the distance, and a dragon’s head and neck on the left.] 


A man is in a dangerous crevice or canyon, and he is with some group of 
animals. And he is going up now, fixing to cross a bridge, encouraging others 
to cross the bridge. He’s pushing them. It’s a place of danger. They've just 
passed over a narrow place. Behind is a monster likely to attack them any 
minute. It’s dark in the distance. He’s working hard to encourage them to 
g0 over. Perhaps he'll somehow manage to go on to where he wants to go. 
The animals sense great danger. The man also realizes, but he knows they must 
push on. And that’s what he’s helping them to do. After they cross the bridge, 
they'll be able to go ahead and they'll feel freer. At the present time they 
are in trouble. 

12 M. [A young man lies on a couch with closed eyes. An older man 
a beside the couch, leaning forward slightly and stretching one hand 
out. 


_ Looks like a case of a man having hypnotized a boy. The boy has perhaps 
just about passed out under the spell. The man will proceed to ask the boy 
questions, If it stays as hypnotism it can’t be very exciting. He will just ask 
him some questions. Maybe I can ask some exciting questions. The man first 
asks about his age . . . I don’t know much about that. Let’s switch over. 
The boy is reclining on a couch. A man slips in and sees the boy there. 
The boy is of a wealthy family. The man is fixing to grab him in the mouth 
so he won't be able to holler. He’s acting now slowly and carefully not to 
disturb him before he silences him. Then he will tie him up and proceed to go 
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over the rest of the house. It’s nighttime. After taking care of the boy, he will 
burglarize the house. 


13 MF. [On a low bed, a woman lies with breasts exposed. A man 
stands beside the bed but turned away from it, his forearm covering his 
eyes. ] 

Oh, my! My! This is a murder. The husband comes in and finds his wife 
has been attacked and murdered. She’s lying there as the person left her. 
The husband is showing great sorrow as he looks at the body and turns away. 
The man is suffering from shock and grief. He will report it to the police and 


they will come out and make an investigation, gather the evidence, and search 


for the person who committed the crime, A very young couple in moderate 
circumstances, 


14. [In silhouette, a man stands gazing out a window.] 
Here’s a picture of a 
time. He's taking it e 
thinking of his b 


young man at the window. It’s late in the day or night- 
asy looking out and thinking of things. Perhaps he’s 
est girl, and what he might do on the coming weekend. Of 
course, his mind will wander to athletics or the day when he'll be drafted 
into the service. He’s looking at the moon, stars, clouds, anything in the yard, 


anything that might pass by. A picture of relaxation, thought, and meditation. 
He may be thinking of his family, his work, or his plans. 


15. [A stylized picture of a gaunt man standing in a graveyard.] 


A graveyard and the old fellow is 
grave of someone. The man may be co 


. It's a dark grue- 
g in the picture is—there’s nothing cheerful at all. 


This is a picture of a beautiful farmhouse with a barn, one that can be 
utilized, a fine barn. An old colonial house 


are cows, chickens, ducks, and turkeys, 


This man is a prisoner. He somehow mana 


ged to get a rope and he’s escap- 
ing over the walls, cautiously coming down 


the wall, letting himself down. AS 
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he goes down he surveys the country so he'll know what way he wants to 
leave. He’s barefooted. Maybe he has trunks on, but other than that has no 
clothes. My imagination must have gotten away from me to make him a pris- 
oner with no clothes. Perhaps he’s looking for someone who will furnish him 
clothes. That’s it—someone is helping him. He'll get away but not for long. 
They'll get their hands on him and catch him before he gets too far. 


18 BM. [Three hands clutch a man, who is looking to one side.] 


A murder has been committed here. It reminds me a little of a picture show. 
Is that all right? The man has been murdered and has been carried to an auto 
for the purpose of disposal. There are two people working on him. We can’t 
see them. They have their arms around him. They will put him in the back 
seat of an auto and dispose of the body in a field, lake, or railroad, so it will 
be hard to find. The man apparently has been slugged to death. There’s no 
evidence of blood; it could be he’s been shot. Probably was beaten to death 
on the head. He’s a member of the gang who squealed and they are trying 
to get rid of him. 

19. [A snow-covered cabin and cloudy sky rendered in unconventional 
shapes. The picture is ambiguous as to content but eerie in mood.] 


[Laughs.] This is a picture of winter. There’s been a big snow, and there’s 
snow on the ground and on top of the house. The people inside are comfort- 
able and warm but—no, let's not have them comfortable and warm. There’s 
no smoke coming out. They are having a hard time. They are cold. Work is 
hard to get; food is scarce. The spirit of winter is in the background, hovering 
over as they suffer. And the lack of necessities and the sheer fear of what’s 
— in the coming winter months. The spirit of winter and the thoughts they 

ave, 


20. [A half-illumined figure of a person stands near the post of a 
lighted street lamp. The rest is dark, except for some light spots in the 
upper left.] 

This is the middle of the night, while people are off the street. We can make 
this two or three things. A man is on the street for no good reason, looking 
for what he might get into. We'll just make him an officer. He doesn’t have 
the cap, so it’s hard. It’s a cold night. He has something around his neck, 
a hat on, his hands in his pockets. He’s on his beat. He looks to the left. He 
is looking to see if everything is all right. Then he'll go ahead and cover the 
beat. Across the street is a square and some trees. It’s a cold night. 

Problem 1. Before trying to interpret the stories in a TAT, it is wise 
to examine the record for the way in which the subject undertakes his 
task. That is, we look for formal or stylistic features of the subject's 
behavior as a storyteller. Inspect Tom’s record for the answers to the 
following questions. 

l. Analysis of Tom’s Rorschach res 
in his behavior, Is there anything in 


ponses revealed obsessional trends 
the way he tells his TAT stories 
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that is consistent with this conclusion? Cite the evidence for or against 
your answer. 

2. Tom’s stories are shorter than the 300-word average found by 
Murray. What is the possible significance of this fact in Tom’s record? 

3. A good part of Tom’s stories consists of description or enumeration 
of objects in the pictures. This tendency is not so marked in an average 
run of stories. What hypothesis could account for this aspect of Tom’s 
behavior? 


INTERPRETING THE SAMPLE RECORD 


To apply Arnold’s method of organizing the TAT stories, we first 
arrange them under the five category headings. Table 4 shows where 
Tom’s stories fit. Then we make slightly abstract versions of the stories. 
Under the category of parent-child situations, Tom gives four stories. 


Table 4. Classification of Tom’s TAT Stories 


I. Parent-child situations 

Mother: 6, 10 
Father: 7 
Both: 2 

II. Heterosexual situations 
Married: 13, 19 
Unmarried: 4, 16 

III. Same-sex situations 
Males: 8, 9, 12, 18 

IV. Single situations 


Males: 1, 3, 11, 14, 15, 17, 20 
Females: 5 


Here are the simplified versions: 
2. A girl comes home from the library, enters the house after a discussion 
with parent. 
6. A mother refuses to comfort a troubled son who wishes to marry again. 
7. A son listens to father’s advice but thinks independently. 
10. Mother and son experience a deep feeling of mutual love. 


- What kind of relationships are pictured here? It is obvious that the 
emotional involvement between son and mother is greater than between 
son and father or between daughter and parents. The mother-son rela- 
tionship is thus marked with special significance. The two stories about 
mothers are quite different, however. In the first, a son does not receive 
aid and comfort. In the second, the love is mutual. Tentatively, we may 
say that Tom has an inconsistency in his conception of the mother-son 
relation. If we reread stories 6 and 10 with this in mind, we discover 
some enlightening details, In story 10, the mutual love takes place in 
a psychological vacuum. Tom not only failed to give us the events lead- 
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ing up to this scene; he carefully stated that the son was neither arriv- 
ing nor leaving. He has, in a sense, erected barriers between this episode 
of deep feeling and all the rest of life. At the end of this episode, he 
remarks that it could be husband and wife, and says, “But it’s the same 
thing anyway, love between them.” Thus he reveals a conception that 
parental love is the same as married love.* 

What kind of man is most likely to have this conception of love? We 
are reminded at once of the classical Oedipus situation as described by 
Freud. Possibly Tom’s feelings about his mother and himself fit into 
this pattern. If this is the case, we should expect to find at least two 
other conceptions present in the stories. One would be that the father 
(or figures representing the father) would be conceived of as punitive 
and forbidding. The other conception would be that sexual activity 
1s wrong because it resembles or is related to incest. 

: The parent-child stories give us only one clue as to the father-son rela- 
tionship, In picture 7 the father is not seen as punitive but, on the con- 
trary, as helpful. Nevertheless, the son is not accepting this help. The 
evidence here is weak but not contradictory to the hypothesis that Tom 
conceives of his father as an adversary. Story 12, however, is of great 
interest in this connection. Here we see an older man gag and tie a younger 
One so that he may rob the house. The conception is that of the power 
and aggressiveness of the older man and the helplessness of the younger. 
This story, then, provides more positive evidence in favor of the Oedipus 
hypothesis. But what about Tom’s sexual conceptions? 

Heterosexual Relationships in the Record. Three stories clearly fall 
under the heading of heterosexual situations: 4, 13, and 16. Perhaps story 


8 could be classed here, although the sex of the people is not mentioned. 
They can be simplified thus: 


4. A man leay i i 
ee ot es a girl who loves him. 


plied finds his wife murdered. Overcome with grief, he will call the 


16. Tw a r ý 
19, Peop plss roam a beautiful farm in spring. 


in winter suffer. 
No frankly sexual rela 


has some Significance 
some sexual material, 


tionship appears in any of the stories. This, in itself, 
since several of the twenty pictures often stimulate 
n Picture 13 shows the exposed breasts of a woman, 
nt i . 
although it re TAT material as showing conceptions of the narrator is often done, 
has develo an made the central principle of an interpretive system. Hall (8) 
Non of the TAT Proclple most fully in his study of dreams. While the interpreta- 
notion seems fru iffers in many respects from the interpretation of dreams, the 
of others, and Bate that both creations reveal the subject’s conception of himself, 
che daot rae o: the causal factors in human relationships. In addition, it is one of 
material, As Ball poe re ey can be made about the meaning of fantasy 
3 oints ou Ds th i 
as necessarily revealing objective Ze ame RE Te ge dot be aa 
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and the situation is usually interpreted by narrators as having sexual 
overtones at least. According to Tom’s story the woman is murdered. No 
reason is given for the attack, and Tom does not even state that the mur- 
derer will be caught. It hardly seems correct to say that the story reveals 
Toms conception of marriage; more probably it reflects a conception of 
the dangers of sex. 

This interpretation is strengthened by the story for card 4: A man 
leaves a loving woman. Now it happens that a detail of this picture shows 
a semiclothed woman in the background. Here again is a suggestion of 
sexual interest, and here again the story is one of a relationship that is 


broken off. The two stories, 4 and 13, can be connected by the following 
abstract version: 


Male-female relationships with sexual implications will not last and will 
end in grief for the man. 


The story for the blank card, 16, seems to be an exception to this atti- 
tude. Here the heterosexual situation is a happy one. But we should note 
that the human beings in this story are almost incidental; most of the 
storyteller’s time and emotional intensity are spent on the environment. 
Tom does not tell us whether the couples are married or unmarried. And 
possible sexual implications in the story are guarded against by having 
four people roam the fields instead of twol The story, moreover, is delib- 


erate wish fulfillment on the conscious level, as Tom indicates by his 
comment at the end. 


One further point should be indicated before we leave our explora- 
tion of the Oedi 


pus hypothesis. The story for Card 6 showed a mother 
failing to comfort her son. This maternal attitude is surprising to Tom, 
and he comments that ordinarily a mother would help her son. What 
are the conditions, then, that Tom conceives could bring about this 
rejection? The answer is clear: the desire to marry another woman, But 
there is a bright spot in this story, for Tom conceives of the possibility 
that the boy can make his own decision and will go ahead and do as 
he wishes. Even mother’s disapproval can be borne. 

Same-sex Relationships. Tom tells four stories 


that contain only male 
characters: 
8. A boy grows up, is wounded in military service, and is operated on by two 
doctors. 


9. Negroes who have been working are resting after lunch. 


12, A man grabs a wealthy boy, ties him up, and robs the house. 
18. A gang member who squealed is beaten to death. 


Only one of these stories (Card 9) has a peaceful mood, and that deals 
with members of a minority group. As in story 10, Tom gives no out- 
come: the satisfied, restful feeling is essentially walled off from activity. 
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There is a static quality about both stories. All this sounds very much 
as if Tom conceives of enjoyment largely in a passive sense. It reminds 
us of the passive trends detected in his Rorschach record. We see other 
manifestations of passivity in the remaining stories in this group. In 
8 and 12, Tom shows us a conception of youth as impotent against older 
men, and in 18 the squealer is murdered. 

If Tom conceives of male authority figures as powerful and potentially 
harmful, we may wonder how he acquired this conception and what 
effects it could have on him. The most plausible answer to the first of 
these questions is that he acquired this conception from his relationship 
with his own father. This answer is not supplied by the TAT material, 
of course. It stems from theoretical notions about the source of deep 
and pervasive attitudes toward authority. In this instance, we know that 
the case history supports our conjecture: Tom’s father was described 
as a strict and dominating Baptist minister. 

What effects could this conception of authority have on Tom? Again 
we must go beyond the TAT for an answer. One effect would probably 
be to produce a good bit of hostility toward authority. At the same time, 
Tom would have to repress hostile urges, since open avowal of them 
would be punished. Perhaps we have here the clue to the passive trends 
that are so marked in Tom's personality. Inactivity and lack of initiative 
are safe, even though they may not be otherwise rewarding, 

Single Situations. We shall not list the abstract versions of the remain- 
ing stories. You should try your own hand at this task. If you do, you 
will find that most of them are not even stories as defined by the TAT 
instructions, They are characterized by inactivity, by thinking, and by 
dreaming. One story, however, deserves special comment because it is 
an exception to the general tone. In story 17, a prisoner is attempting 
to escape, Despite the fact that someone is helping him, he will even- 
tually be caught. On one level of abstraction, this story reveals Tom’s 
conception of the inevitability of punishment: “A wrongdoer cannot 
escape punishment.” In the light of Tom’s religious training, there can 
be little doubt that he is deeply convinced of this belief. But the story 
tells us something else. 

If we abstract it differently, this story becomes “A man who tries to 
find freedom will fail even with help.” The futility of striving for inde- 
pendence that Tom reveals here is echoed in some of his other stories. 
Reexamine the end of story 4 in which a man leaves a girl. Tom talks 
of discouragement and of a picture show where a man feared to go 
up in high places. Look again at story 6. The son is going against his 
mother’s wishes. Tom speculates that the outcome will be an independ- 
ent decision, but the price is confusion and the loss of maternal support. 
In story 7 the son is said to be doing his own independent thinking, 
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but there is no outcome in action. The son refrains from even discussing 
his thoughts with his father. The consistency among these stories is 
possible because we are dealing with abstract versions which transcend 
the specific circumstances of each story. This is the kind of unity we try 
to seek out in TAT interpretation. 

Context Determines Interpretation. It would be a serious mistake to 
assume that similar stories given by different clients have similar mean- 
ings. The significance of a story depends on the context formed by the 
other stories, In stressing the futility that was expressed by Tom in story 
17, we are not suggesting that every story of an escaping prisoner who 
is caught indicates the same thing. Support for that interpretation had 
to be found in the discouragement and confusion revealed in other 
stories of independent striving. Then, too, the presence of so much in- 
activity in the stories makes this interpretation more plausible. If this 
same story were given in a record filled with stories of successful inde- 
pendent action, we should interpret it quite differently. We must use 
the same principle of configural interpretation that is required in dealing 
with the Rorschach. 

The necessity for viewing a single sample of behavior within a con- 
text or framework does not arise only in interpreting projective tests. 
It is one of the distinctive features of the clinical method, and it is 
required just as much in understanding behavior in life situations as it 
is in interpreting imaginal productions. What does it signify when a 
boy fails in school? Does it mean he was stupid? Uninterested? 111? Or 
does it mean that he was rebelling against adult authority in one of 
the few ways left to him? We cannot know without a knowledge of 

his achievement pattern, his family, his health, of the norms of his friend- 
ship group, and so on. And what shall we say of a foreman who plays 
yes man to his factory manager? Nothing, until we know the context of 
his actions. He may be abiding by the social norms in his factory; or 
he may be clinging to a technique he used to influence his father years 
ago. 

Problem 2. As you study a TAT record, 
a certain feeling-tone or atmosphere seem 
record. Against this background a story, hi 
times stands out as exceptional. In Tom’ 
example of such an exception. Read this story again, bearing in mind 
the interpretation of the record we have developed. What is there about 


this story that makes it exceptional? Discuss the possible significance 
of this story in the light of the rest of the record. 


Some Final Remarks about Tom’s Record. We h 
main trends in this set of TAT stories: concern for relationship with 
mother figures, fear and helplessness before male authority, inability to 


generalizations emerge, and 
s to characterize the whole 
therto casually treated, some- 
s record, story 1l is a good 


ave pointed out the 
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accept heterosexual impulses, lack of faith in the outcome of independent 
action, and a general emphasis on fantasy (meditation and thought) 
rather than on action. Several other characteristics of this record should 
be noted, not so much for improving the interpretation as for the sake 
of suggesting approaches that are useful in all TAT interpretations. 

How can we describe the general nature of the human relationships 
in this record? In most of the stories people are not very deeply involved 
with one another; the words “transient” and “superficial” come to mind 
as descriptive terms. The prototype of this conception occurs in the 
second story. Only one relationship term is used in describing the three 
figures in the picture, “wife.” In the main, they are simply a young 
woman, a woman, and a man. Only the use of the word “home” suggests 
that this story may be classified as family situation, but even then it 
is not clear that these three belong to the same home. Another fact that 
points toward weak human relationships is the large number of stories 
concerned with only one character. There are eight of these, twice as 
many as there are in any other category. It would have been easy enough 
to introduce at least one other character into some of these stories, but 
Tom does not do it. 

_ Another interesting feature of this record is the presence of alterna- 
tive stories or the beginnings of alternative stories. In 2, after telling 
one story, Tom remembers a movie in which the girl encourages a fear- 
ful man. In 8, another “end-story” is given. This time the boy dreams 
of becoming a famous doctor instead of being wounded, as in the first 
story. The story for Card 12 begins with a common theme: hypnosis. 
But it is quickly altered on the very doubtful grounds that it won't be 
exciting enough. In 19, Tom first characterizes the people in the house 
as comfortable and warm and then describes them as suffering from cold 
and want of food. In the very last story, 20, a man is on the street “for 
no good reason, looking for what he might get into.” Abruptly, Tom 
changes him into an officer who is covering his beat. 

In thinking about these shifts, notice that the alternate versions in 
2 and 8 consist of “undoing,” that is, the end-stories essentially negate 
the kind of relationships or outcomes originally stated. The changes in 
the last three stories, however, occur early in the story. They constitute 
defenses by interrupting anxiety-producing lines of thought. In the 
hypnosis story, it seems that Tom must avoid the possible revelations 
that could be made by the young man. In the twentieth story, he avoids 
talking about antisocial behavior by changing the central figure into 
a policeman; reaction formation occurs in full view. Story 19 provides 
no clue as to the reason for the shift. 

The record contains four references to military service. They are in 
Stories 4, 8, 10, and 14. Actually Tom was in military service at the time 
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these stories were told. He had been drafted but had not been sent 
overseas. These references probably reflect his surroundings and perhaps 
his concern about combat (story 8). 


THE NARRATOR AND THE CENTRAL CHARACTER 


The chief assumption we have used in interpreting Tom’s record can 
be stated this way: the stories tell us the beliefs or the conceptions of 
the narrator about people, their motives, their difficulties, and their suc- 
cesses. In order to formulate these beliefs, we seek for similarities among 
the stories and use the stories as concrete instances of more general 
beliefs. Thus we have referred to “male authority” rather than to the 
client’s own father, or to “love relationships” rather than to the client’s 
own wife or sweetheart. Beliefs about causal 
the stories are rephrased in 
Tom’s stories can read: 
low.” 


In order to relate these concep 
we have to ask further questions: 

1. What are the characteristics of a person who believes these things? 

2. What motives and attitudes will he have? 

These questions will have to be answered on the basis of our ideas 


about the dynamics of personality. The TAT stories themselves will not 
hold the complete answers. Thus o 
and grief, 


relationships appear when 
“if-then” language. For instance, several of 
“If a man and woman are in love, grief will fol- 


tions to the personality of the narrator, 


principle that both social and 
relationships, we would think that Tom had conflicting motives in this 
regard. 

This interpretive ap; 


proach, then, involves two steps: 
1. The discovery of 


the belief patterns of the narrator 
2. The use of these to make inferen 


ces about his motivational, emo- 

tional, and attitudinal structure 

Another kind of assumption is possible and has been widely used. 
This assumption is that the central figures (or heroes) in the stories 
reveal the characteristics of the narrator, 

Attributes of the Hero Assumed to Be Attribu: 
of the clearest statements of this assum: 
in the TAT manual published in 1943: 


tes of the Narrator. One 
ption has been made by Murray 


. . - two tentative assumptions are made, to be corr 
The first is that the attributes of the heroes (needs, e 
ments) represent tendencies in the subject’s pers 
belong to his past or to his anticipated future, an 


ected later if necessary: 
motional states and senti- 
onality. These tendencies 
d hence stand presumably 
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for potential forces which are temporarily dormant; or they are active in the 
present (19, p. 14). 


Murray then points out that this representation is generally symbolic, 
not literal. The attributes may be personality forces that the narrator 
is not entirely conscious of, or they may be feelings that the narrator 
is currently experiencing. They may reflect what the subject has wanted 
to do or has felt in the past, or they may indicate something he would 
like to do in the future. With all these possibilities, it is no easy matter 
to disentangle those forces which are active from those which are 
dormant, nor to discover which tendencies are known and which are 
unknown to the narrator. In practice, interpreters who use this kind of 
assumption tally all the needs shown by the heroes; then they interpret 
these data in the light of the total pattern of the stories. 

Some interpreters are more cautious in using the assumption that the 
needs and emotions of the central characters reflect needs and emotions 
of the narrator. For example, Vorhaus (28) regards moods ascribed 
to the central characters as “consistent with the subject's own feelings.” 
On the other hand, she suggests that most of the attributes ascribed to 
the central figures will show what characteristics are used by the nar- 
rator in his self-evaluations and also whether he is favorable or unfavora- 
ble in his evaluation of himself (28, p. 8). Apparently, she does not think 
that unconscious needs will be directly expressed by the central figures. 

Determining the Hero. As a general rule, the hero of a TAT story is 
the person who is most like the narrator. Similarities in age and sex 
are the most common indicators. In addition, we can look for similari- 
ties in occupation, interests, or in values and goals. The hero of a story 
usually is the one about whom the story centers, and he is the one who 
plays a leading role, Commonly, the central character is chosen from 
the persons depicted on the TAT card. There are times, of course, when 
the sex of the narrator is not the same as the sex of the hero. An example 
of this discrepancy occurs in the second story told by Tom. Here, we 
must assume that the studious, daydreaming girl is the central figure, 
and that her attributes probably represent Tom’s own attributes. On the 
other hand, it is quite doubtful that the female character in the fifth 
Story can be taken to represent Tom. In this meager story, there is no 
reason to assume that the age, sex, status, or goals of the central figure 
are sufficiently similar to Tom’s to permit an equating of the two. 

Investigations show that several readers can agree fairly well on which 
figure in the story is the hero. A study by Mayman and Kutner (16), 
for instance, found that two relatively untrained raters agreed in 89 
per cent of ninety-one stories. But this does not demonstrate that the 
central figure is always the one that reveals the narrator's personality. 
In fact, Murray (19) thinks that there may be primary and secondary 
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heroes or even a number of figures through which the narrator reveals 
his attributes. If these possibilities occur with any substantial frequency, 
the various studies showing agreement among raters concerning the hero 
may actually be unimportant so far as interpretation is concerned. d 

Piotrowski’s Assumption. Piotrowski (21) has proposed a substantial 
modification in the interpretation of the hero’s attributes, He suggests 
that every figure in the stories represents some aspect of the narrator's 
personality. The impulses that are most acceptable to the narrator would 
appear in the central figure or hero. Less acceptable impulses would 
be found in story characters having the same sex as the narrator but 
differing in age. The least acceptable impulses would be revealed by 
characters differing in both age and sex from the narrator, Thus, a hier- 
archy of impulse acceptance can be established for the narrator. 

One interesting consequence of thi 
detecting conflict and poor inte 
ferences in motives shown b 


acter and rejected by anoth 
devalues it, 


These various assumptions about the attributes of the hero and the 
attributes of the narrator have been reviewed by Lindzey (15). In the 
light of the available evidence, he can find no clear demonstration that 

_ one set of assumptions is more useful than another, Of course, there is 
a scarcity of investigations designed to test these specific points, 


HOW ARE CHARACTERISTICS OF THE NARRATOR SHOWN? 


Effect of Mood on Picture Descriptions, 
hypnosis to induce three moods in each of 
moods were: happy, critical, and anxious. 
describe each of six pictures (not the stand 
of these moods. The results indicated di 
mood-related statements made under the thr 
Leuba and Lucas report the actual descripti 


Ons given by the subjects, 
so that it is possible to tell how these moo 


ds were reflected. A study 
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of the data shows that moods were more likely to be revealed by the 
subject’s reaction to the picture than by statements attributing the moods 
to the characters in the picture. This finding is clearest in the case of 
the critical moods. In this condition, the subjects expressed their own 
criticism of the pictures rather than describing the characters as mean 
or critical, During the anxious-mood condition, one subject typically 
invented some kind of catastrophe that could happen to the pictured 
characters, But another subject, more commonly, mentioned his own 
feelings of anxiousness. 

The fact that the moods were hypnotically induced is reason to be 
cautious in generalizing these results. Then, too, we cannot be sure that 
the experimenters would have found the same data had they asked for 
Stories instead of descriptions. But there is a suggestion here that should 
not be overlooked: different subjects may not use the same avenue of 
expression in revealing their moods. Perhaps some narrators express 
their current mood directly as their own; others may impute their moods 
to their characters. 

Effects of Aggressive Feelings on TAT Stories. Several investigators 
have attempted to make subjects angry and to note the effects of this 
emotion on TAT stories, Bellak (8), for example, criticized subjects 
after they had told five stories and kept up the criticism for the remain- 
ing five stories. He found that simply counting the number of nouns 
and verbs connoting aggression was enough to show differences between 
the control stories and those told during anger. Lindzey (14) subjected 
college men to physical discomfort and then to a social situation in which 
they failed. This treatment increased the frequency of incidents in which 
the story heroes acted aggressively. Discussing these results in another 
Paper, Lindzey (15) indicates that there was also an increase in the 
number of aggressive acts shown by figures other than the hero. 

These two studies seem to show that it is not necessary to assume 
an identification figure in order to determine current feelings of aggres- 
sion in the narrator, They also demonstrate that temporary or transient 
states of the person affect the stories he tells. Whether chronically ag- 
gressive people would reveal their aggression by aggressive language 
or by a greater frequency of aggressive actions in the story cannot be 
decided on the basis of these studies, 

Pittluck (22) has directly approached the problem of the kinds of 
Stories chronically aggressive people tell. She obtained ratings of the 
aggressive behavior shown by seventy-two nonpsychotic, male neuro- 
Psychiatric patients. These ratings were compared with various aspects 
of the TAT stories told by the patients. There was not a clear-cut rela- 
tionship between amount of aggressive behavior and the frequency of 
Stories with an aggressive quality. She did find, however, that aggressive 
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men were more likely to use defense mechanisms to modify the aggres- 
sive actions occurring in the stories than did nonaggressive men, The 
aggressive narrator tended to disapprove of the aggressive acts of a story 
character, to excuse them as accidents or as deserved punishment, or 
to begin telling of an aggressive act and fail to complete it. 

The curious inference that follows from Pittluck’s data is that openly 
aggressive people apparently feel more guilty for aggressive fantasies 
than do those who are less openly aggressive. We would ordinarily think 
that the inhibitory anxiety attached to fantasied acts would be less than 
that attached to overt acts. Whether her findings would hold in the case 
of other socially disapproved impulses is hard to say. Perhaps the stories 
told by the aggressive men simply reflect the practice they have had in 


giving excuses and defensive interpretations of their own aggressive 
behavior. 


Inferring Repressed Motives from the 
it is probably hazardous to make inferen 
of the TAT alone. Tomkins ( 
way of estimating the streng 
but it rests on a series of ass 
The chief difficulty in relyii 
from the nature of repressive 
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certain want or thinks of certain goals. 2. 


ust show some behavior that indicates the 
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evidence for condition 1 


f his wants except 


very well be derived from the 


aled by the frequency with which 
certain emotions, motives, or goals are mentioned in the stories; or per- 


haps by a few stories where very intense motives are introduced quite 
arbitrarily. We could properly infer the existence of a motivational 
trend under these conditions; but its repression can only be demonstrated 
by the direct statements of the client about himself, 
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An example may help clarify our point. Let us see how repression 
may be inferred without using the TAT. A woman tells a clinician that 
she is disturbed by the fact that she reads so many newspaper stories 
about crime, accidents, and cruelty. She says that she would like to get 
her thoughts away from such topics but cannot do it. These remarks 
lead the clinician to infer that she is concerned with hostility, perhaps 
has hostile impulses herself. The fact that she feels compelled, against 
her expressed wish, to read items dealing with death and cruelty sug- 
gests the possibility that her hostile impulses are repressed. But the 
crucial evidence of repression comes when she tells the clinician that 
she rarely feels anger even when she is mistreated, that she feels nothing 
but affection for her family and friends, and that she never has thoughts 
of wanting to hurt somebody. Here, talking about herself, she reveals 
no awareness of hostile feeling in circumstances where it usually arises. 

How can we explain her continued reading of news stories centering 
around hostility? Simply that the hostility seems external to her. It is 
projected, shown by other people, and, so far as she knows, has no 
bearing on her own attributes. And, in a similar way, the client telling 
TAT stories believes he is talking about others. The way is open for 
both repressed and nonrepressed motives to be revealed. To distinguish 
between the two kinds, however, we must also find out how the client 
describes himself when he knows he is doing it. 

Of course, not all repressed motives will be revealed by the TAT. 
Undoubtedly, some people have repressed an impulse so strongly that 
it is literally unthinkable, even in fictitious stories. Then a complete 
absence of a motive that normally appears in the stories would suggest 
repression; but we should have to seek outside the TAT for evidence 
that the motive exists. 

Effects of Experimentally Aroused Needs on TAT Stories. McClelland 
and his associates have explored the effect of experimentally aroused 
needs on TAT productions. In one experiment (2), stories told by hungry 
subjects were compared with those told by nonhungry control subjects. 
Tn another experiment (18), achievement needs were aroused by caus- 
ing subjects to fail in some laboratory tasks. A number of different scores 
were developed and applied to the TAT stories. Three of these various 
measures increased under conditions of both food and achievement dep- 
rivation: 


l. Frequency of story plots dealing with deprivation of the goal of the need 
being measured 

2. Frequency with which characters in the stories are described as wanting 
or desiring the goals related to the need being measured 

3. Frequency of mention of successful activities or methods for reaching the 
goal (18, p. 252) 
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Perhaps the first measure listed above increased because of the tech- 
nique used by McClelland to arouse or intensify needs. It does not seem, 
at present, that deprivation plots will be found in instances where the 
need is aroused in some other way. Neither can we be sure that these 
measures, obviously useful for detecting currently active needs, would 
reflect long-term needs, or “need dispositions” (17). They are in line 
with clinical usage, however, and to some extent support Murray’s sug- 
gestions about measurement of needs by the TAT. One obvious limita- 
tion of these findings is that they may not apply to needs that are socially 
unacceptable, and these are, of course, the very needs that clinicians 
want to measure. 

One attempt to study the expression of unacceptable needs has been 
reported by Clark (5). He intensified the sexual need in college men 
by showing them pictures of female nudes. In another experiment, need 
arousal was produced by using an attractive female experimenter. Under 
these conditions, the aroused subjects did not include sexual references 
in their stories as often as the presumably nonaroused control subjects. 
This finding indicates that increased need intensity is not always accom- 
panied by increased frequency of reference to need-related topics. It 
appears that the social acceptability of the need in question is of critical 
importance. If the presence of a need arouses anxiety, then there may 
very well be a decrease in the indicators of that need in the TAT stories. 
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ing as many different personality traits. The psychologist used social- 
history materials, several psychometric tests, and an interview lasting 
at least two hours, as a basis for his ratings. Later the TAT was admin- 
istered. Among others things, the TAT stories were analyzed according 
to an elaborate outline which included scoring the formal characteristics, 
the themes, and the feeling-tone of the stories. Biserial correlations 
were computed between the frequency with which each category ap- 
peared in the records and each of the personality ratings. From several 
of Hartman’s tables (11, pp. 14-16) it is possible to extract some fairly 
consistent patterns. 

Emphasis on achievement, i.e., on themes of striving to gain recogni- 
tion or social approval, is positively related to ratings of extroversion, 
popularity, happy temperament, of preference for active recreation, of 
compliance with adults, of close attachment to father, and to a few 
other ratings. This relationship between a cluster of socially valuable 
characteristics and stories of achievement is one of the strongest and 
most clear-cut in the entire study. 

On the other hand, an emphasis on themes showing the characters 
failing to satisfy their needs or to reach their goals is related to ratings 
of poor emotional adjustment and of emotional deprivation. The remain- 
ing variables that correlate significantly with this kind of story indicate 
that intellectual brightness and retarded sexual development may con- 
tribute to such stories also. These findings suggest that the narrators 
constructed their stories in such a way as to reveal their conceptions 
of the social world around them. Further support for this view is found 
in another set of correlations. Boys who give stories where the environ- 
ment is described as benign tend to be rated as extroverted, well ad- 
justed, emotionally stable, and realistic. 

Some of the other relationships are not so easily explained. For ex- 
ample, emphasis on anxiety, uncertainty, and worry did not correlate 
reliably with degree of rated anxiety. Subjects who told stories with 
a good deal of anxiety in them tended to be lacking in energy, passive, 
neat, and dependent. The meaning of this relationship is not clear, 
although several plausible speculations could explain it. At least it warns 
us against a direct translation of story characteristics into personal char- 
acteristics of the narrator. 

_ Sadistic emphasis in the stories is related to a cluster of traits that 
include conventional standards, weak appearance, anxiety, preference 
for sedentary recreation, close attachment to mother, and many nervous 
Symptoms. There is a strong temptation to speculate that emphasis on 
Violent incidents or on cruelty signifies a hostility that is repressed by 
a process of reaction-formation. Another way of looking at this result 
1s to assume that these anxious, conventional boys are depicting the 
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world as they see it—a world that has resulted in emotional stultifica- 
tion for them. 

This brief review may be summarized by saying that there is evidence 
that moods, transient needs, and more enduring traits affect the TAT 
stories. At the same time, we lack a reliable guide for deciding, from 
the stories alone, which qualities are temporary and which are enduring. 
We need to know something of the current stresses on the narrator in 
order to make this distinction. It is also clear that we are not in a posi- 
tion to defend some single principle as a basis for interpretation. To say 
simply that the narrator projects his own needs into the stories is to say 
little that is helpful. Even to assume that the stories show the narrator's 
conceptions of his social world leaves many specific interpretive ques- 
tions unanswered, 

Problem 8. An intelligent, single woman in her late twenties volun- 
teered to take a series of psychological tests to help a friend who needed 
some practice. In two sessions she gave stories to the entire set of TAT 
cards, At the end of the second session, the student presented card 
17 BM and obtained this final story: 


This man had been 


y just disappeared. [Wh; he 
think about them?] He doesn’t know. [Who do you think a mae 


were fanatics, sort of like Communists or Fascists, or a group of scientists that 
were trying an experiment on human behavior. [What do you think of their 
motives?] They were brilliant men, but somehow they had gone off the beam. 
They wanted to find out about human nature, but yet they thought nothing of 
the subject they were using. [Does it appear to you that he’s without clothes?] 


Yes, I noticed that. After this captivity down there, they practically rotted away 
or were eaten away by lizards, 


1. Assuming that this story indicates some transient 5 


tate on the part 
of the narrator, what do you think this state is? 
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2. Assuming that the story could indicate some enduring character- 
istics of the narrator, what do you think it shows? 

3. Assuming that the picture itself was disturbing to this woman, how 
could this account for any features of the story? (The picture is that of 
a naked, muscular man clinging to a rope.) 


AN EVALUATION OF THE TAT 


In trying to evaluate the TAT, we must remember that we are judg- 
ing the interpretive assumptions and scoring method. Since there are 
so many different assumptions in current use, we can hardly judge the 
value of the TAT. Then, too, the results will vary even among inter- 
preters using the same scoring system. Research data on the TAT must 
be studied with these points `n mind. A study showing that the TAT 
lacks validity may be showing that either a particular scoring method 
or a particular interpreter lacks validity. 

Many of the weaknesses of the Rorschach method are present in the 
TAT even at its best. The concepts used in writing interpretive reports 
are often hazy and ill-defined. The measurement of underlying variables, 
whatever they may be, is relatively crude. Subjectivity plays a large 
part in interpretation. In addition to these inadequacies, normative data 
have not yet accumulated for the TAT in satisfactory amounts, Despite 
these barriers, clinicians continue to feel that TAT data are useful. And 
there is some evidence to support their feeling. 

Validity. In one part of Hartman’s study of adolescent boys (11), he 
determined the agreement between ratings of specific traits made by a 
TAT interpreter and those made by a psychiatrist who studied the sub- 
jects without using the TAT. The median correlation between the inter- 
preter’s ratings and the psychiatrist’s ratings was only .17, although 
about a third of the correlations were in the low .30s. The TAT inter- 
preter worked “blindly”; that is, he knew only the age of each subject 
and the general nature of the group being studied. Another rater had 
interviewed and tested the subjects and had social histories available. 
His ratings showed a median correlation with the psychiatrist’s ratings 
of .44, 

A somewhat better result was obtained in the Michigan Assessment 
Study according to Samuels (23). Median correlations between inter- 
preter and pooled ratings of judges after intensive study are of the 
order of .80. Of course, this study used an entirely different set of varia- 

les for rating than did the Hartman study. Six TAT interpreters were 
used in the Michigan study, and Samuels found substantial variation 
in the validity of their individual ratings. 

Several studies by Harrison (9, 10) indicate that he was able to 
achieve better than chance accuracy in matching TAT interpretations 
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with case histories. In one part of the investigation, thirty of thirty-nine 
cases were correctly placed as to major diagnostic category. 

In a different kind of study, Murray and Stein (20) used five TAT 
cards as a basis for rating the leadership ability of ROTC men. They 
obtained a rank-order correlation of .65 between the ranking based on 
the TAT material and the ranking made by superiors of the men. 

At present, it appears that we can expect validity coefficients to cluster 
around .380, depending on the: kinds of traits or qualities used and on 
the adequacy of the interpreters. But it should be noted that most of 
the studies have used fairly small samples, and that cross-validation 
studies are conspicuously missing. 

Attempts to validate the TAT bring to the fore some painful com- 
plexities in the validity problem, complexities that are connected with 
nearly all projective methods. If we want to predict overt behavior 
from the TAT, we can choose some fairly clear-cut, but narrow, criterion 
such as number of arrests, amount of sexual activity, or presence of 
psychosomatic ailments. We then attempt to find out those features 
of a record that will enable us to predict the criterion. But it is often 
said that the TAT is not designed to do this kind of job, and that may 
be perfectly true, It is further said that the proper function of the TAT 
is to reveal needs, attitudes, and similar covert variables. If we wish 
to demonstrate this kind of validity (construct validity) we face two 
problems. First we must show that the interpreter can, in fact, estimate 
the covert variables with some degree of accuracy, Ordinarily, this 
demonstration consists of showing a positive correlation between an 
interpreter’s ratings and the ratings by judges who base their ratings 
on interviews and observations of behavior. Assuming that this validity 
can be shown, we are faced with the second problem: how are these 
covert variables related to the broad areas of action that we must finally 
estimate? 

Let us take a specific illustration of 
show, by means of rating validation, tha 
really measure unconscious hostili 
a young man stands high on this 
that makes a difference? Is it saf 


this last problem. Suppose we 
t certain features of TAT stories 
ty toward women, And suppose that 
variable. What can we say about him 
e for his fiancée to marry him? Should 
he be allowed to supervise women workers? In other words, how valid 
are the predictions of overt behavior from covert variables? This last 
question is crucial, for covert variables that tell nothing about overt 
behavior are useless to the clinician. 

This matter of the relationship between inferred variables and ob- 
served behavior is, of course, part of the problem of personality an 
of motivational psychology. It is not forced upon us solely by projective 
methods; it arises whenever we make inferences about the underlying 
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variables of personality in order to predict a person’s probable courses 
of action. The usefulness of projective tests, then, is intimately related 
to the general progress of psychology. The situation is summarized this 
way by Korner: 


Since, in predicting behavior from projective techniques, we have to rely on 
psychological inference, it is the function of general psychological research, 
rather than that of endless pragmatic studies with projective techniques proper, 
to establish predictive criteria. In other words, if we wish to know what kind 
of a person would make a good engineer, a good pilot or a good psychoanalyst, 
let us first establish clinically and theoretically what kinds of needs, what pat- 
terns of impulse-control are helpful and which are a hindrance in a given field. 
After these clinical criteria are validly established, projective techniques will 
be very helpful, and will constitute a short cut in the selection of candidates 
(12, p. 627). 

Pessimistic Bias. Like the Rorschach, the TAT seems to lead inter- 
preters to take a dim view of the client’s adjustment. Soskin (25) was 
able to show this by means of an ingenious research method. After 
intensive interviews with a subject whom he names “Linda,” he con- 
structed a twenty-four-item multiple-choice test covering her attitudes 
and specific events in her life. The choices offered for each item varied 
in the degree of adjustment or maladjustment they suggested. Novices 
Studying TAT interpretation were initially given the test with only back- 
ground data available: age, sex, educational achievement, marital status, 
ete. Then they were permitted to study Linda's TAT stories and answer 
the test again. The results showed that these judges considered her more 
maladjusted after seeing the TAT results than they did before. And the 
degree of maladjustment they attributed to her was greater than the 
maladjustment indicated by the correct answers. Experienced clinicians, 
too, showed the same tendency after examining Linda’s TAT record. 

This tendency is probably not due simply to increased familiarity with 

the subject. In another study Soskin (24) constructed a similar test for 
David.” Judges answered the test, then observed David in nine role- 
playing situations, Retests after the observation period did not reveal 
shifts toward judgments of poor adjustment. Clinicians who based their 
answers on the Rorschach test did show such shifts, however. 

At present, we cannot certainly say that the TAT cannot reveal per- 
sonal assets. Perhaps it can, and perhaps clinicians fail to see them be- 
cause they are oriented toward the discovery of pathological trends. But 
Beet interpretive methods neglect personal assets and stress liabili- 

es, 

The Need for Normative Data. Responses to the TAT cards depend 
to some extent on the pictures that are used. For this reason, we need in- 
formation on the common ways in which people react to them. Without 
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such data, we cannot really say whether a narrator is telling many or few 
success stories, aggressive incidents, and so on. Several studies to ae 
lish normative data have been carried out by Eron (6, 7). He considere 
the emotional tone of the stories, their outcomes, the themes told, and 
several other characteristics. Some of his data from male groups (6) force 
a revision in our notions about reasonable inferences from the stories. To 
illustrate, about two-thirds of the stories told by normal subjects were 
rated on the “sad” side of the emotional tone scale. Consequently, a 
record with a majority of sad stories may not indicate any peculiar devia- 
tion on the part of the narrator. 
Some experts claim that misidentification of the sex of the figures in the 
pictures is an indicator of marked pathology. Eron did not, however, find 
significant differences among normal and pathological groups in this 
respect. Confusion of the sex of the male figure on card 8 BM has been 
especially mentioned as an indication of feminine personality trends in 
males. Over half of the 150 male subjects studied by Eron showed this 
confusion, but of seven known homosexuals in the group, not one mis- 
identified the sex of the figure. In the face of this evidence, it seems un- 
wise to rely on confusion about the sex of the figures as an indicator of 


feminine trends. Eron also failed to find evidence that other kinds of 


perceptual distortions were cha 

Eron’s data show that certai 
five most common themes in 
those found in his male group 
ents, aggression arising from a 
tion, curiosity, and succorane 


Much more normative data is 
helpful to know the incidence 
comes, and perceptual distortio 


interpersonal relationships than the Rors 
to indicate something about the client’ 


, i.e., whether he is concerned 


with morals, conventional success, intellectual understanding, or inter- 


The Thematic Apperception Test 253 


personal feelings. For these reasons, the TAT is a useful supplement to 
the Rorschach. 

The TAT can also be used as part of an interview. Several cards are 
selected, and stories obtained according to the standard instructions. 
These stories may be used as a basis for further discussion of biographical 
data. Under these conditions there is no need for scoring nor for extensive 
interpretation. The interviewer may simply point out some interesting 
feature of the stories and ask the client for his own comments. 

The TAT may also be used in this way during psychotherapy or coun- 
seling. Client and clinician may actually engage in a cooperative inter- 
pretive effort, focusing on whatever aspect of the client's life is relevant 
at the time. Tomkins (27, pp. 270-286) points out that TAT stories can 
aid in recovering repressed memories, in estimating the client's current 
attitude toward therapy, and in promoting catharsis ( talking about emo- 
tional material without holding back the emotions). He warns, however, 
that the TAT may arouse great anxiety in acutely disturbed clients and 
thus lead to depression or anxiety attacks. 

An interesting use of the TAT as a therapeutic device has been re- 
ported by Sutter, Kell, and McGuire (26). They obtained self-ratings 
from thirty graduate students on twenty different personality character- 
istics. Next, each subject told stories to ten TAT cards, speaking into a 
sound recorder, Three judges listened to the sound recordings and rated 
the subjects on the twenty scales. Two weeks after the stories were told, 
the subjects listened to playbacks of their TAT stories. Then they rated 
themselves again. The data indicated that the second ratings were more 
nearly like the ratings of the three judges than the initial ratings had 
been. This shift in ratings was not found in a control group that was not 
exposed to the “audio-mirror.” The investigators think that this method 
can be used to bring repressed memories to awareness. 

The TAT as a Stimulus to the Clinician. As with the Rorschach, the 
TAT provides data to challenge and interest the clinician. The task of 
interpreting the stories involves him more deeply with the person he is 
studying. It stimulates him to form explicit hypotheses about the motives 
and attitudes that underlie behavior. But in view of the difficulties and 
uncertainties connected with the test, these hypotheses must be checked 
against other data. They are not conclusions but beginnings. 

The final caution to the interpreter is to remember that he is a person, 
too, and is not beyond the influence of the very forces he finds in his 
clients’ stories, “TAT stories offer boundless opportunities for the pro- 
jection of one’s own complexes or one’s pet theories, and the amateur 
Psychoanalyst who is disrespectful of solid facts is only too apt to make a 
fool of himself if, in interpreting the TAT, he gives free rein to his 


imagination” (19, p. 6). 
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CHAPTER 10 


A Variety of Supplementary Methods 


Clinicians do not always undertake complete personality studies, Often 
they are asked to assess persons for special purposes that require only 
limited information. They may be called on, for example, to choose per- 
sons with great or little tolerance for stress. In such cases it helps to have 
a projective method that is brief yet “hits the high spots.” This chapter 
describes a variety of these methods. 

Several of the techniques mentioned in this chapter are well suited 
to clinical use in business and industrial settings. In this kind of work, 
the clinician must evaluate executive and supervisory personnel in a 
limited time, and he may prefer to spend most of his time interviewing. 
To supplement the interview, one of the briefer projective devices may be 
used. The sentence completion test, for example, can be administered by 
an assistant and interpreted at the clinician’s leisure. Conclusions ar- 


rived at in the interview may be confirmed or modified by the added 
data. 


In military work, techni 


ques are needed which are applicable to large- 
scale screening of recruit: 


s. One method that has been tried in military 
screening is the Group Rorschach, There is also the need for short, indi- 


vidually administered methods in military clinical work. Often the pres- 
sure on a psychiatric unit is very great, and clinicians want added data 
without spending much additional time. Drawing analysis is potentially 
useful in such a situation. Its value is heightened by the fact that the 
military clinician encounters a large number of men with verbal handi- 
caps which make methods like the TAT or the sentence 
inappropriate. 

Most of the methods in this chapter can be adapted for group ad- 
ministration. And, with the exception of the Group Rorschach, they do 
not require a highly trained professional person to administer them. The 
important requirement is that the administrator should know how to do 
testing in large groups. 

The methods described in this chapter are not on an e 
far as general acceptance and sae as validity are 


completion test 


qual footing so 
concerned, As 
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with the TAT and the Rorschach, the clinical skill of the interpreter and 
his familiarity with the test are crucial for using these supplementary 
methods well. The fact that they are administered easily does not mean 
that they can be interpreted easily. But they are ways of obtaining data 
that will stimulate the clinician to frame hypotheses about his clients and 
to reexamine hypotheses he has formed on the basis of other information. 

None of these methods can be described as well-developed probing 
devices, although they appear to be worthy of further investigation and 
refinement. Perhaps you will be able to think of some research that could 
be done to improve them, or you may get notions for new methods. Many 
knotty problems arise in developing soundly based projective techniques, 
and ingenious research methods must be devised to solve them. If you 
are interested in clinical problems but do not care for actual clinical 
work, you may find satisfaction in this kind of research. 


THE SENTENCE COMPLETION METHOD 


In a sentence completion test, the stimuli are sentence fragments, called 
“stems,” arranged to allow space for writing the completion of the sen- 
tence, Persons taking the test are expected to finish sentences with words 
that express their own feelings or thoughts. Here are some sample stems: 

“At night I feel . . .” 

“Secretly I...” 

“When he failed . . .” 

There is no single standard list of stems. Investigators have felt free to 
borrow and to invent them to suit their own purposes. The number of 
stems used is ordinarily from forty to a hundred. Instructions usually re- 
quest subjects to work rapidly and complete the sentences with the first 
thought that comes to mind. Obviously, however, the subject has ample 
Opportunity to withhold or to modify his responses. 

i The content of the stems is naturally decisive in determining the mean- 
ing and interpretation of the responses. Therefore, stems are chosen to 
fit the clinician’s purpose and the setting in which the test is to be used. 
A test blank for industrial use will contain more stems dealing with the 
boss, with conditions of work, pay, and ambition than one for use in a 
public mental-hygiene clinic. School psychologists will want more items 
about teachers, grades, and classroom activities. In nearly all forms of the 
test, however, there will be some items related to family, reactions to 
authority, friends, important wishes, fears, moods, and attitudes toward 
the opposite sex. Items dealing with the same topic are usually scattered 
randomly throughout the list. 

„Stems may be phrased in the first person (“I fear . . .”), third person 
(“He fears.. .”), or proper-name forms (“Mary fears . . .”), Some 
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lists use all these forms, while others rely exclusively on first- or third- 
person phrasings. Sacks (6) compared first- and third-person versions 
of the same stems to find out which form is more useful. His results led 
him to conclude that the first-person form yields more accurate estimates 
of emotional disturbance. Hanfmann and Getzels (3) found that ado- 
lescent girls admitted responding to stems using proper names as if they 
were thinking about themselves or a girl they knew. This finding may 
not hold for sophisticated adults, however. It may be worth while to use 
a few third-person or proper-name stems in a list simply in order to dis- 
guise the test better or to prevent the subject from making routinely 
favorable or evasive completions. 

We have pointed out that subjects can control their responses to the 
test without difficulty. Thus, we would rarely expect to find completions 
that obviously violated common expectations about “good” or “right” 
feelings. Suppose that applicants for a foreman’s job are faced with the 
stem “People who work for me. . .” Few of them are likely to reveal 
their preference for strong-arm supervisory methods by saying: “. . . soon 
learn I’m boss.” The clinician would have to search for this kind of at- 
titude by studying the applicant’s co; 
respect for authority, to attitudes tow. 

In many instances, of course, subj 


The degree to which psychological defenses are by-passed by the sen- 
tence completion test, then, depends upon the inferential activity of the 
clinician. And, in this respect, it is much like the interview. We must be 
careful, however, not to overwork interpretations about deep personality 
trends. For instance, flippant or humorous remarks on a sentence comple- 
tion test could lead to speculation about the evasive hostility that is being 
displayed toward the test, Actually, such remarks do not seem to indicate 
emotional disturbance (5). Unless they pervade the whole record, they 
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probably indicate a normal interest in concealing information about 
oneself. 

Numerical Scoring. Rotter and his associates (5) have developed a 
numerical scoring system for their version of the sentence completion 
test. The system is based on the principle that responses conveying con- 
flict or “negative feeling-tone” indicate emotional disturbance. The scor- 
ing manual (5) provides standards for rating each response on a scale 
running from extremely positive feeling-tone to extremely negative feeling- 
tone. For the stem “My father . . .” a response such as “. . . isn’t close 
to me” would receive the most extreme negative rating. On the other 
hand, a very positive rating would be given to the response “. . . is a 
wonderful man.” Total scores based on the summation of individual item 
ratings have shown correlations of the order of .60 with clinician’s esti- 
mates of maladjustment. Moreover, in one study cited by Rotter (4), 
these scores seemed able to reflect improvement due to psychotherapy. 
The scores, then, are promising as indicators of general emotional dis- 
turbance, 

If this scoring method is to be used for detecting persistent emotional 
disturbance, it should not be sensitive to transient emotional upset. Bat- 
man (1) has investigated this point and gives some evidence that the 
Rotter scoring method meets this requirement. He administered the test 
to college students after they had been frustrated by forced failure in 
an intellectual task. Scores for these frustrated students did not differ 
reliably from the scores of a control group that had completed the task 
successfully, 

The value of Rotter’s work goes beyond merely providing a way for 
detecting emotionally upset people. A number of simpler methods do a 
fairly good job in this respect. More important is the possibility that the 
Principle of scoring feeling-tone is sound enough to be applied to sepa- 
rate areas of the blank, such as family, self-evaluation, and so on. If this 
idea should be correct, the way would be open for using subscores to 
aid in sketching a picture of the motivational and attitudinal charac- 
teristics of the person, Since most blanks have only a few items in each 
topical area, the reliabilities of the conflict scores in each area would 
probably be low. Yet at least the beginning of an integrated interpreta- 
tion would be possible. 

: Numerical scoring schemes at present cannot reveal the kinds of subtle 
interpretations that can be extracted from a study of the content of the 
responses, For example, to the stem “Money . . .” we may find the com- 
pletion “. . . is essential to happiness.” If this response occurs in a record 
that expresses an interest and concern for human relationships, status, 
and personal enjoyment, we could interpret it as a realistic attitude 
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toward money. On the other hand, if the rest of the record shows exclu- 
sive concern with “getting ahead,” we should regard this response as 
further evidence of a driving competitiveness. 

Qualitative Interpretation. One way to begin analyzing sentence com- 
pletions is to group together all stems referring to a common topic and 
study their completions (7). The interpreter notes the feeling-tone of 
the various responses, their length, style of expression, inconsistencies, 
and peculiarities. He also looks for erasures, repetitions, and misreading 
of the stems, He notes his hunches and inferences. As he proceeds from 
one group of stems to the next, he accumulates a context for his inter- 
pretation. Eventually, he reexamines the first sentences he worked with 
in the light of the total record. 

A further step is to inspect the completions for common words or ideas, 
disregarding the stems. Groups of similar completions are formed, and 


the stems are studied, Sometimes the sheer number of items that have 
similar completions will be significant. 


groups by simply asking them to 


the items that refer to their own feelings OY 


My mother: 
Au: . . . is the nicest person on earth, 
BL: ... 


is my ideal in most respects and devoted to me as I am to her. 
My father: 


Au: ... is a good fellow. 
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Bm: . . . was an admirable, lovable, honest, and righteous friend. 


Brothers and sisters: 

Au: ... I have many 

Bm: . . . are wonderful companions, standing by each other whatever hap- 
pens. 

Our family: 

Ag: . is not very close. 

Bru: . . . functions as a unit, where all participate in decisions based on the 
fact we love each other. 


Obviously, Bill is more wordy than Al. But Bill’s choice of somewhat 
pedantic words shows that he is less spontaneous in expressing his feel- 
ings than Al. Both have favorable attitudes toward their parents, although 
Al seems to overidealize his mother. Al makes a neutral remark about his 
siblings, while Bill’s attitude is consistent with his attitudes toward his 
parents. It should be noted that Al's completion “I have many” is awk- 
ward and does not really form a complete sentence with the stem. Perhaps 
the stem aroused an emotional response that temporarily interfered with 
his intellectual activity. Tentatively, we may say that Bill feels more 
affectional support from his family than does Al. The latter, on the other 
hand, is more spontaneous in expressing feeling. 


Other people usually: 


Au: ... like me. 

Buu: . . . like me, respect me, and work well with and for me, 

People think of me as: 

AL . a good fellow. ; 

Bru: . . . a leader with my feet on the ground—one who is substantial and 
sincere. 

If people only knew: 

Eh cy e a my ability. P 

But: . . . how to build relationships, the world would be a happier place. 

People are slow to: 

AL: . . . to realize my ability. 

Buu: .., judge unfairly. 


In this group of completions, we see that Al is concerned about his 
ability. His last two responses are considerably more self-centered than 
Bill’s. Human relationships are stressed by Bill, although with a somewhat 
moralizing tone. He seems to have a broader base than Al for self- 
acceptance, if we assume that their views about what other people think 
reveal what they themselves find important. Again Al fails to build a 
complete sentence; he repeats the “to” in the last stem quoted above. He 
understands the instructions. We know that from his other completions. 
Haste and impulsiveness could be responsible for his carelessness. 
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I wish I: 
Au: ... had a million bucks. 


Buu: . . . could right the ills of the world. 

If I had my way: 

Au: . . . I would be a success, 

Buu: . . . we'd all believe in and live by certain basic principles. 
I will do anything to: 

Au: . . . to be on top. 

Buu: . . . serve God and my fellow men. 

My greatest ambition: 

Au: ... is to be in good health and financial security. 

Buu: .. . is to succeed, 


Al's self-centeredness becomes even clearer here. And his concern with 
a rather narrow concept of success is equally clear. His completion of the 
last stem is one more evidence of carelessness in his grammatical con- 
struction. Bill, on the other hand, sounds concerned about humanity and 
principles. If it were not for his completion to the last stem, we might 
imagine that he is unable to accept his own needs as legitimate. At the 
same time, such a need for service to others opens the possibility that he 
may be too self-critical and overconscientious, Furthermore, his comple- 
tion to “If I had my way” contains a hint of domination. 

Grouping the sentences according to completions reinforces some of 
these conclusions. For this purpose, the entire hundred completions in 
the test taken by these men were studied. Al gives a total of six comple- 


tions using the words “success” or “successful,” while Bill gives only two. 
Al completes four stems with phrases using the word “fun.” Bill uses this 
term only once—in conne 


only on ction with work. Bill uses some form of the 
word “plan” in five completions; Al does not mention planning or plans in 
any item, 


The pictures of the two men 


that are taking shape can be summarized 
this way: Al is a self- 


centered person, who is somewhat immature, but 
ngs spontaneously and openly. He is overconcerned 
with success, and is prone to be careless and impulsive. Bill has a broader 


conception of success, is consciously humanitarian and interested in 
principle. He does not show a 


great deal of personal warmth toward 
others, however, since he exerts a good deal of rational control over his 
feelings. His emphasis on planning indicates at least mild obsessional 
trends. His “righteousness” could alienate some of his associates and 
may lead at times to efforts to control others by moralizing. At the same 
time, he is probably dependable and conscientious, 
The value of these sketches must be determined by comparing them 
with other information about these men. As Symonds (8) points out, the 
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sentence completion test is not a safe guide for prediction. But, he thinks, 
it can illuminate overt behavior by suggesting causal factors, by revealing 
inconsistencies in the interview and by showing personality trends that, 
while presently inhibited, may break through under stress. 

Problem 1. We shall present more items from the tests of Al and Bill. 
Study these in the light of those already analyzed and answer the ques- 
tions that follow. 


I get down in the dumps when: 

Ati . s« if Lam ‘sick, 

Buu: . . . someone very dear to me lies at death’s door. 
I suffer most from: 

Au: ... the atomic bomb. 


Buu: . . . the failures of others. 

Nothing is so frustrating as: 

Au: .. . a traffic jam. 

Bru: . . . being apparently unable to come up with the right answer on the 
spur of the moment. 

I failed: 

AL: . . . to cross the street. y 

Buu: ... to get an order because I temporarily lost sight of the prospect's 
interests. 


What gets me into trouble is: 


. robbing banks. F 4 
BaL: . . . sometimes expecting other people to reach or go into action as 


quickly as I do. 


1. Which man’s father was a minister? 

2. Which man is currently earning the misemoney? 

8. Which man told an interviewer that “no woman is superior to a 
man?” 

4. Which man was pampered by a mother and three sisters during 
childhood? 

5. What interpretation do you place on the last three completions 
listed above for Al? 


PROJECTIVE INTERPRETATION OF PERSONAL DATA 


In Chapter 4 we saw how background data could serve to orient the 
clinician to the social roles and status of clients. It is possible, however, 
to extract more information from such data by taking account of the 
clienť’s expressed preferences and manner of response to the various 
items. This possibility was first explored by Worthington (18, 14). 

To use a personal-history blank for projective interpretation, we need 
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more than the simple form shown in Chapter 4. In addition to the ques- 
tions used in that form, we ask about school progress, courses liked and 
disliked in school, extracurricular activities, details of occupational his- 
tory, and additional details about marriage, family, and health. It is not 
necessary to ask questions about religious preferences or sexual attitudes. 
Clients are asked to fill out the blank using a pencil so that erasures can 
be noted. 

Interpretation of a personal-history form by Worthington’s method is 
rather complex, but we can indicate roughly how it is done. On the basis 
of psychoanalytic theory and empirical observation, Worthington assigns 
scores to both content and style of answer. These scores are presumably 
indicative of various defense mechanisms ( withdrawal, repression, com- 
pulsiveness, and so on); type of character structure (passive, narcissistic, 
oral-sadistic); and specific emotional characteristics, After the scoring has 
been finished, a personality interpretation is arrived at by considering 
the scores in relation to one another, somewhat after the fashion of Ror- 
schach interpretation. 

Examples of a few of the kinds of items scored will show what the 
interpreter considers, Indicators of a high activity level with feelings of 
confidence and elation include: using dashes to indicate punctuation, us- 
ing dashes after words, majoring in business administration in college, 
engaging in selling as an occupation, and expressing dislike for detailed 
work in a job, On the other hand, meticulousness and social reserve are 
indicated by such things as: using small dashes where items do not apply, 
writing out addresses, improving a letter by retracing it, or giving month, 
day, and year in dating jobs held over ten years ago. Certain kinds of 
erasures are taken to indicate anxiety. One interesting feature of the 
scoring method is that a particular indicator may be scored for more than 
one characteristic, i.e., it is taken to reveal more than one kind of per- 
sonality trend (13). 

Obviously, normative data are required in order to discover whether a 
given score is high or low. This in turn means that a standard blank must 
be used, for the size of the scores will vary with the number of items 
on the blank. For example, if each erasure contributes to the score for 
anxiety, long blanks requiring a great deal of writing would have larger 
average anxiety scores than short ones. Worthington has developed a 
standard form for a personal history along with record forms for scoring. 

Some published evidence suggests that this way of scoring a personal 
history form may be useful. Le Shan (9) studied accident-prone persons 
by this method and found personality patterns that were in line with 
theoretical expectations. His study suffers, however, from a lack of con- 
trol groups to serve as a basis for comparison. More positive evidence is 

provided by Spencer and Worthington (11) in their study of salesmen. 
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Their data indicated that the method could help to predict sales suc- 


cess. 

In an unpublished study, Nevis (10) applied the Worthington method 
to data from a hundred captains in the U.S. Air Force. These men had 
been studied intensively by projective methods and by situational tests 
such as group discussion and observation under varying degrees of social 
pressure. As a result of this study, ratings on thirty variables were avail- 
able for each man. Since the thirty rating variables were not the same 
as the scoring variables used in the Worthington method, Nevis devel- 
oped patterns of Worthington scores which should theoretically predict 
the rating variables. These patterns were then correlated with the ratings. 
His results show that the estimates based on the Worthington scores had 
generally low but positive correlations with the criterion ratings. Over-all 
military effectiveness, level of drive (perseverance and directed energy), 
and executive leadership ability were among the variables best estimated 
from the personal-history blank. On the other hand, fair-mindedness, 
likability, and physical health and stamina were poorly estimated. While 
these data cannot demonstrate the correctness of single scores in the 
Worthington scoring scheme, they indicate at least as much validity for 
score patterns as has been reported for the TAT or Rorschach. 

The practical advantages of interpreting a personal history form are 
great. It can easily be administered to groups, and it can be used in 
business settings where the TAT or Rorschach would be inappropriate. 
Furthermore, it probably evokes less defensiveness in clients because it 
does not appear to be a “test.” For these reasons, the Worthington tech- 
nique may prove to be of unique value in the study of persons. 

Another type of blank has been used in somewhat the same way by 
Wertheimer and McKinney (12). Their case-history form was developed 
for use with college students and includes many items dealing with 
attitudes and feelings in addition to the standard background data. When 
they compared the responses of 200 unselected students with those of 200 
neurotic students, they found that, in general, the latter more often ex- 
pressed feelings of misery, uncertainty, and fear. More novel is the find- 
ing that neurotics used the space on the blank oddly. They were more 
likely to write between the lines and on the back of the page in answering 
the items. The extent to which these findings can be generalized to non- 
college adults is not known. 

Problem 2. On personal data blanks there is usually a request for the 
client’s hobbies or spare-time activities. These activities are interesting to 
think about because they ordinarily represent the client’s free choice and 
show something about his motives. Consider the hobbies or spare-time 
activities in the list below. What kinds of people could be interested in 
them? For each item, make some plausible inferences about the person- 
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ality or about the needs of adult males who would choose it as a major 
spare-time enjoyment. 

. Outdoor camping 

. Reading the National Geographic 

. Practicing magic tricks, putting on magic shows for clubs 

. Raising orchids 

. Stamp collecting 

Being scoutmaster of a Boy Scout troop 

. Building model railroads 

. Reading psychology, especially Freud’s books 


Ne 


COrAMD wip 


MODIFICATIONS OF THE RORSCHACH METHOD 


Scoring by Adding “Signs.” Many times clinicians want to use the 
Rorschach method for making a diagnosis rather than for constructing a 
personality sketch. They want to say that a given patient is psychotic, or 
homosexual, or suicidal. Such statements may be extremely important in 
deciding whether the patient should be hospitalized, be given electro- 
convulsive therapy, be closely guarded, and so on. Since the complete 
study of the usual Rorschach record is quite complex and time-consuming, 
clinicians have searched for ways of simplifying the analysis of the record 
when making a diagnostic decision. One way of doing this is to make a 
list of “signs” or indicators of behavior disorder and count the number 
of signs in the patient’s record. 

The usual method for compiling a list of signs that characterize a par- 
ticular disorder is similar to the item-analysis methods applied to psycho- 
metric tests. Suppose, for example, we wish to find a list of signs that 
indicate neurosis. We would choose a sample of known neurotics and a 
sample of normal persons and administer the standard Rorschach test. 
Then we would systematically compare the formal and content scores 
of the two groups. Whenever we found that the two groups differed with 
respect to a given scoring category, we would include that score in our list 
of signs that indicate neurosis. Of course, we would retain only scores 
that differentiated between the two groups in a statistically reliable way. 

The outcome of such an investigation would be a list of eight or ten 
characteristics indicative of neurosis. The list of signs might include such 
things as: more CF than FC, fewer than two M responses, F% greater 
than 50 per cent, fewer than two FC responses, and a total number of 
responses that is below twenty. Armed with such a list, we could inspect 
the record of a patient and count the number of neurotic signs it con- 
tained. The total number of signs can be considered as a kind of “neu- 
roticism score,” that is, a high score would mean that the patient is 


probably neurotic. 
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A number of research studies have been directed toward discovering 
signs that are associated with neurosis, brain damage, schizophrenia, 
homosexuality, and other specific kinds of disorder. These investigations 
have turned up interesting and illuminating data, but the actual applica- 
tion of the schemes for scoring by adding signs has not worked very well 
in everyday clinical practice. There are several reasons for the failure of 
these scoring methods. 

In the first place, many of the lists of signs have not been adequately 
cross-validated (see Chapter 2). Many of the statistically reliable differ- 
ences between the normal and abnormal groups studied in one investiga- 
tion will not be found when the study is repeated. 

Another reason why we cannot place much confidence in lists of signs 
arises from the nature of present diagnostic categories. The various types 
of neurosis are separated from one another largely on the basis of symp- 
toms. This basis for classification probably covers up marked differences 
in the dynamics of these disorders. For example, even though two pa- 
tients may be classified as hypochondriacs, their attitudinal and motiva- 
tional patterns may be quite different. In one, the symptoms serve to 
control unacceptable sexual impulses; while in the other, they serve to 
control and manipulate members of the patient's family. In some ways, 
then, patients who belong to a single diagnostic group may be quite 
unlike one another. This statement is probably just as true of psychotic 
diagnoses as it is of neurotic diagnoses. If the Rorschach really goes 
beyond the surface of the personality, it may not be an appropriate tool 
for classifying people into the categories currently in use. 

A further reason for doubting the value of adding signs is that such a 
practice violates the principle of configural interpretation. This principle 
is one of the unique contributions of projective methods to clinical work. 
We have seen in earlier chapters that the meaning of a client’s response 
depends upon the rest of the responses he gives to the test. Simply tally- 
ing indicators of a disorder does not reveal indicators of resources ap- 
pearing elsewhere in the record. 

Lists of signs may be helpful as rough guides in interpreting individual 
records, They may call the attention of the interpreter to significant 
features of the Rorschach protocol, but they should be evaluated in the 
light of the entire record. If the sign approach is used as a substitute 
for skilled interpretation, we cannot expect a great deal from it. 

The Inspection Technique. Munroe (18) has proposed an “inspection 
technique” that seems to be an improvement over the simple summation 
of signs. Essentially, it is a method for summarizing the outstanding 
features of a Rorschach record. First, the record is scored in the usual 
way. Then entries are made on a check list covering twenty-eight dif- 
ferent items, Deviations from the optimum scoring levels for W, D, FC, 
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CF, M, and other scores are weighed in accordance with the degree of 
deviation. For example, a record with 50 per cent W responses would 
receive a single “plus” on the check list. One with more than 75 per cent 
W would be entered as a double “plus” in the W category. A record with 
less than 15 per cent W would be given a “minus” entry. Other scores 
would be entered in the proper places on the check list. The end result 
is a condensed summary of the record using symbols that show significant 
departures from presumably normal functioning. 

When the check list has been completely filled out, the signs of devia- 
tion can be added to give a total adjustment score. High scores would 
indicate marked deviations from the optimal adjustment range. These 
scores would not, of course, show the nature of the maladjustment; they 
would, however, enable an examiner to locate quickly those records that 
deserved more complete analysis. Munroe points out that the total score 
should not be used alone for predicting the adjustment of an individual. 
On the other hand, it is useful for screening purposes and for research 
studies in which groups are to be compared. Using the check list gives 
some guarantee of a standard approach to the interpretation of a number 
of records. 

One reason why the Munroe inspection method is an advance over the 
simple addition of diagnostic signs is that, to some extent, it preserves 
configural interpretation. This is accomplished by making some of the 
entries on the check list depend on the joint presence of several factors. 
For example, a marked deficiency in W is recorded if there is only one W 
in the record and it is a popular association. And the same deficiency 
score is used if there are two Ws that are quite vague or of poor form. 
In other words, a deficit in the quantity of W is not recorded without 
considering the quality of the W. This use of contingent scores deserves 
more thorough exploration in research studies, It is not enough to show 
that two groups differ in the amount of M, for example. Rather we are 
interested in the difference in Ms that are of “good quality” and also 
optimally related to the rest of the record. In practice, this would mean 
giving a score for one particular sign only when it occurred along with 
several other signs. 

Group Administration. Another modification of the Rorschach has 
been to administer it to groups by projecting the blots on a screen, Har- 
rower and Steiner (16) have described a way of doing this, The slides 
are shown in a partially darkened room, and the subjects write their re- 
sponses on special blanks. Subjects see each slide for three minutes, After 
all the slides have been shown, instructions are given for indicating the 
location and determinants of the associations. The slides are shown again 
so that the subjects can write down where they saw each percept and 
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explain how form, color, movement, or shading influenced them. After 
the blanks have been collected, the examiner can then score each record 
in the customary way and proceed with the interpretation. 

This modification raises some serious questions. For one thing, we want 
to know whether the use of slides changes the norms for location and 
determinant scores. Can we be sure that subjects will find about the same 
proportion of whole responses or movement responses in slides as they 
do in the standard cards? Then there is the question as to the effect of 
limiting the time for giving responses. Surely, the records of some persons 
will be very much shorter when the group method is used than they 
would have been had the test been administered individually. But will 
this curtailment alter the interpretation enough to make a real difference? 

Perhaps the most serious question of all concerns the effect of conduct- 
ing the inquiry in the group setting. In our earlier discussion of the 
Rorschach, we pointed out that the way the inquiry was conducted could 
influence the scores. If experienced examiners have difficulty in deciding 
whether a given response is FC or CF, surely naive subjects, who know 
nothing of the issues involved, will often fail to give sufficient information 
for scoring. To some clinicians, the group inquiry seems to compound 
the unreliability of an already dubious scoring method. 

Harrower believes that skillful administration can overcome the ob- 
jections that may be raised against group administration. She says: “Es- 
sentially the same material, then, is available to the examiner as the 
result of the Group Method of presentation as is available to him 
through the individual method if he has conducted his group procedure 
successfully” (15, p. 148). And she affirms her faith in the method: 
“. . . while many investigators have embarked on this new method with 
some feelings of misgiving and even skepticism, they have found that in 
this respect the Rorschach is foolproof” (15, p. 147). 

On the other hand, Hertz (17), writing about a year after Harrower’s 
evaluation, is sharply critical. In a thorough review of the present status 
of the Rorschach, she says: “. . . to date no group method has been 
reliably established as valid, scoring norms for such factors as normal 
details, popular responses, form quality, and the like have not been de- 
termined. . . . It has not even been systematically established that the 
same principles of interpretation upon which we proceed with the indi- 
vidual record operate with the group record” (17, p. 825). 

Probably the safest course is to regard the group Rorschach as a new 
test that strongly resembles the individual Rorschach. It may be useful for 
crude screening purposes and, perhaps, even for some specific selection 
problems, But we cannot assume that the values of the standard Ror- 
schach will automatically be carried over to responses given to the slides. 
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DRAWING ANALYSIS 


Asking a client to make a drawing presents a different kind of creative 
problem for him than is posed by either the Rorschach or the TAT. In 
drawing, verbal skills count for little; thus the task does not penalize 
persons who are taciturn or linguistically undeveloped. On the other 
hand, the drawing task is mildly stressful for people who depend heavily 
on words. For the examiner, the use of a drawing task offers a chance to 
see a sample of muscular coordination and to hear the client’s comments 
on his own productions. At the very least, then, the clinician can get an 
idea of the generality of attitudes of self-depreciation, hostility toward 
the examiner, or tendencies to offer excuses and rationalizations. But it is 
possible that drawings can reveal more. 

It has been known for a long time that drawings could be used to 
estimate the intelligence of children (28). More recently, Berdie (24) 
has shown that the Goodenough scoring method for children could be 
used with adults for purposes of screening men with defective intelli- 
gence. His data indicate that scores based on the drawing of a man are 
at least as valid as single subtests of the Wechsler Mental Ability Scale 
when used with adults of less-than-average intelligence. In the course 
of using the Goodenough method, examiners occasionally noticed that 
seriously maladjusted children made drawings which were peculiar or 
even bizarre. Naturally enough, some clinicians began to wonder whether 
emotional and motivational features of personality could be inferred from 
drawings. 

Drawing a Person. One of the most ambitious attempts to use drawing 
analysis for the diagnosis of personality has been reported by Machover 
(80). To use her method, the client is given a sheet of paper 8% by 11 
inches and a medium-soft lead pencil with an eraser. The instructions are 
simply to draw a person. After the first figure is finished, the client is 
requested to draw another figure on another sheet of paper, but his sec- 
ond figure is to represent a person opposite in sex to the one initially 
drawn. An inquiry as to the age, occupation, and personal characteristics 
of the figures completes the administration of the test. 

Machover (30) makes a number of suggestions for interpreting the 
drawings and presents analyses and case data for seven subjects. No 
satisfactory data are given to validate the presumed meanings of the 
various drawing characteristics, but the method is reported to be useful 
in the hands of skilled clinicians. Interpretation depends heavily on psy- 
choanalytic theory and some plausible, but inadequately established, 
empirical findings. We can show something about the interpretive prin- 
ciples by reporting some of Machover's suggestions. As in other projective 
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methods, the proposed meaning of individual items must be modified by 
the interpreter in the light of the total drawing. 

One feature to notice is the content of the drawings. The interpreter 
looks for parts that are missing or that have been elaborated. Special 
treatment of a body part may indicate conflict relating to that part or to 
the functions it stands for. Thus, at the crotch of a figure, there may be 
an erasure, a break or reinforcement of the line, or heavy shading. The 
clinician would then infer anxiety or conflict about sexual matters. Other 
information about the client would help the clinician decide whether 
this was normal or pathological anxiety. Sometimes omission of a part, 
such as the mouth or hands, indicates problems centering around oral 
needs or aggressive impulses. In one record, Machover (30, p. 131) inter- 
prets omission of the hands as an indicator of guilt over stealing. 

The amount and kind of clothing is also noted. Most people vaguely 
draw a few articles such as shirt, trousers, and dresses. A few, however, 
spend a great deal of time dressing their figures, thus revealing imma- 
turity, egocentricity, and perhaps some sexual maladjustment. These 
drawings are apparently more common among socially oriented persons, 
while lack of clothing and emphasis on muscles is more likely to be 
found in the drawings of introverted people who turn to their own 
fantasies for satisfaction. Emphasizing buttons by shading, heavy lines, 
or odd placement is supposedly characteristic of immature, dependent 
people. The necktie is thought to symbolize the male sex organ; therefore 
a large or elaborate tie may reveal overcompensation for sexual inade- 
quacy. Other sexual symbols in line with psychoanalytic tradition are 
pipes, cigarettes, and canes. 

Differences in the way the client draws the male and female figures 
are also considered significant. A masculine woman may make the male 
figure smaller than the female or may give it a childish appearance. When 
males draw female figures that are powerful and maternal, they may be 
showing their dependence on and fear of a dominating mother. Males 
who draw the female figure first are thought to have at least mild homo- 
sexual tendencies. 

In drawing analysis, the examiner must also note the style of execution 
of the drawing. Does the client use heavy thick lines, perhaps indicating 
vigorous and uncontrolled emotionality, or does he make dim, faint 
marks, as if he feared to commit himself to the task? Is he concerned 
about minute details in an obsessive way? Or does he content himself 
with stick figures, thus evading the task while seeming to comply with 
the instructions? Is the drawing task carried out painfully? Or does the 
client use it as an opportunity for enjoyable self-expression? 

Obviously, drawing a human figure provides considerable material for 
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the clinician to think about. Obviously, too, as a personality test it is 
well disguised and therefore suitable for disclosing attitudes and con- 
cerns that are not directly reportable. But the relationship between 
drawing and personality is sufficiently unclear at present to make us 
cautious about accepting current interpretive propositions. They must be 
tested and validated further before analysis of human-figure drawings 
can be more than an interesting clinical puzzle. 

Some Studies of Drawing Analysis. Systematic investigations of human- 
figure drawings are scattered and conflicting in their findings. As with 
other projective methods, the reports of clinicians are more enthusiastic 
than are warranted by the findings of controlled studies. This difference 
is not due merely to the subjective bias of clinicians; it stems in part from 
limitations in the methods of scientific investigation. Controlled studies 
must quantify data in order to determine the statistical reliability of their 
findings. In order to accomplish this, they often resort to comparing sev- 
eral diagnostic groups on each of a number of scorable items. In a study 
of drawings, for example, products of anxious and nonanxious subjects 
may be compared with respect to shading, number of erasures, size of 
figures, and intensity of line. Such item-by-item comparisons violate the 
injunction to interpret the configuration or pattern of diagnostic indica- 
tors. At the same time, however, studies using this design may turn up 
useful indicators which were not derived from theory. 

An example of this last point can be found in a study by Royal (31). 
He compared veterans having diagnoses of anxiety neurosis or anxiety 
state with a nonanxious veteran group. Many of the drawing character- 
istics studied did not differentiate between the two groups, but eight 
indicators survived which, used together, do differentiate anxious from 
nonanxious males. Royal had modified the Machover technique by hav- 
ing both figures drawn on the same page, and one of the discriminating 
items was that anxious men drew figures separated by a distance greater 
than two inches. Anxious men also drew figures with absence of heavy 
lines, many erasures, one figure higher on the page than the other, one 
figure markedly greater in length than the other, and coincidence of lines 
for body and for clothes. Some of these items are mentioned by Machover, 
but some are new. 

Another study in which single items were used as a basis for scoring 
was concerned with predicting nonimprovement in psychotherapy. Fied- 
ler and Siegel (26) chose twenty-two items from the Goodenough scale 
and used them to score the drawings of patients who had improved and 

atients who had not improved in psychotherapy. All their items con- 
cerned only the face of the figure drawing. Total scores based on these 
items reliably differentiated between the two groups. Scores were not 
related to intelligence, so that we cannot attribute the predictive power 
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of the drawings to that factor. If the measure used in this study con- 
tinues to differentiate improved and unimproved patients in further 
studies, we shall have a useful technique for diagnosis. Also, as Fiedler 
and Siegel suggest, the findings may be evidence that the faces of human- 
figure drawings reflect the social attitudes of the client. 

Albee and Hamlin (20) obtained a good agreement between estimates 
of adjustment made from drawings and rankings of adjustment based on 
complete case-history material. In their study, judges had a chance to 
use the over-all approach to the drawings instead of relying on separate 
items alone. Possibly the results in this study are partly a function of the 
wide range of levels of adjustment covered by the ten cases that were 
rated. This interpretation is supported by the fact that in a further study 
(21), Albee and Hamlin found that clinicians using drawings could dif- 
ferentiate between normals and patients, but they could not reliably 
differentiate between anxiety cases and schizophrenics. 

In an effort to use drawings for the screening of student pilots, Anastasi 
and Foley (22) found some items that differentiated between fifty well- 
adjusted cadets and fifty poorly adjusted cadets who had failed in their 
training. These items did not continue to differentiate when subjected to 
cross-validation, however. We are forcibly reminded again that cross- 
validation procedures are essential, particularly with this type of mate- 
rial. 

Whitmyre (32) has reported an attempt to estimate over-all adjustment 
from drawings, but his findings do not support the promising results of 
Albee and Hamlin. He asked trained clinicians to use drawings as a basis 
for rating the over-all adjustment of twenty-five psychiatric patients and 
twenty-five normal men. All subjects were veterans of World War II. 
The correlation between the criterion (status as patient or normal) and 
rated adjustment from drawings was positive but not statistically reliable. 
More striking is his finding that ratings of adjustment show high and 
significant correlations with the rated artistic excellence of the drawings. 
The ratings of artistic excellence were made both by artists and by psy- 
chologists; both sets of ratings were positively correlated with rated ad- 
justment. This finding casts serious doubt on claims that drawings can 
reveal the client’s general adjustment, and it casts doubt on the supposed 
independence of clinical drawing analysis from esthetic considerations. 

Failures of specific drawing indicators to stand up under critical ex- 
amination have also been reported. Fisher and Fisher (27) were unable 
to verify Machover’s suggested indicators for paranoid schizophrenia. 
They utilized an item-by-item approach to this problem, and they also 
permitted clinicians to use a global impressionistic approach. Either way, 
their results provide scant support for the view that the drawings of para- 
noid schizophrenics are distinctive. In another study of specific indicators, 
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Barker, Mathis, and Powers (23) compared the drawings of fifty homo- 
sexual soldiers with those of thirty-five normal controls, Features such 
as large eyes and lashes, full lips, and emphasis on the hips of the figures 
did not differentiate the two groups. One outcome was in line with cur- 
rent drawing interpretation, however: homosexual men more often drew 
female figures that were distorted. 

One study of drawings focused attention on the clinician instead of on 
the client. Although the number of clinicians used was inadequate, the 
findings are so pointed as to be worth reporting. Hammer and Piotrowski 
(29) asked six clinicians trained in drawing analysis to rate the amount 
of aggression shown in the drawings of children? A list of signs of ag- 
gression was furnished so that the clinicians would have a common guide. 
After the ratings were completed, it was possible to compute an index for 
each clinician representing his tendency to make aggressive ratings, Each 
clinician was also rated by his supervisor as to the degree of hostility he 
displayed in interpersonal relationships. An extremely high degree of 
agreement was found between the clinician’s own hostility and his tend- 
ency to assign aggressive ratings to drawings. There is an obvious lesson 
here for clinicians. 

Problem 8. The pair of drawings shown in Figures 6 and 7 were spon- 
taneously produced and brought to a clinician by a woman at the time 
of her third therapeutic interview. She was an intelligent woman of 
twenty-six with several years of college work. She was self-effacing and 
overly eager to please others, She had been divorced and was living with 
her parents. For the last few years her social contacts had been sharply 
restricted. Try to answer the following questions about the drawings: 

1. Look at the drawings as a whole. What feelings do you get as you 
look at them? 

2. Describe the outstanding characteristic of each drawing. 

8. What evidence can you find to indicate that the client is: a) Hostile 
toward people? b) Disturbed about sexual matters? c) Attached to her 
parents? 

4, What could be the significance of the way the hands are drawn in 
the male figure? 


MIRROR-TRACING 


Another method for exposing the client’s motor coordination patterns 
is the mirror-tracing test. It has been traditionally used in psychological 

1 The drawings used in this study were those of a house, a tree, and a person. This 
method, called the H-T-P Test, was developed by Buck (25). While its value is not 
yet established, it has the advantage of providing a wider sample of drawing be- 
havior than the simple drawing of a person. 
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laboratories for the study of bilateral transfer of training, Essentially, the 
test consists of tracing a geometrical pattern with a pencil while viewing 
the pattern in a mirror. The mirror is placed at a right angle to the median 
plane of the subject, on the far side of the pattern. A shield prevents the 


Figure 6. Drawing of a man. 


subject from seeing the movements of his hand directly but permits a 
view of the mirror. This arrangement produces a conflict between estab- 
lished habits of visual-motor coordination and the novel visual-motor re- 
lationships required by mirror vision. 

The motor conflict creates a miniature stress situation that is often quite 
frustrating, The frustration is heightened, of course, if the client is in- 
tent upon creating a good impression. This situation allows an examiner 
to observe the client’s emotional reactions and his comments about his 
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Figure 7. Drawing of a woman. 


performance. But whatever the client says, the problem remains. Words 
will not push a pencil around the pattern to be traced! 

Ordinarily, the tracing pattern is a six-pointed star having a continuous 
path about a quarter of an inch wide. The client is first asked to trace the | 
path using direct vision. He is instructed to stay within the pathway an 
to work as rapidly as possible. The shield is then placed over his hand 
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and a clean blank pattern is inserted. One or more trials with mirror 
vision are requested. The time required to complete a tracing of the 
entire path is recorded in seconds. Peters (35) used the total time for 
four mirror-vision trials as the score. He counted a trial a failure when 
the subject tried to quit after the examiner had urged him three times, 
or when less than half the star was traversed in ten minutes. 

Several investigators agree that unstable people use more time in this 
task than do normals. Louttit (84) found that psychiatric patients and 
prisoners spent more time than a control group of naval personnel. 
Peters (35) found similar results, and he also found that, among psy- 
chotics, delusional cases failed more often than nondelusional cases. 
Brower and Weider (33) report that the mirror-tracing test has demon- 
strated its value in studies of over 4,000 cases, although they do not pre- 
sent their data. Peters and Jones (36) used mirror-tracing as part of a 
battery to evaluate improvement in schizophrenic patients receiving 
group therapy. Although their control and experimental groups were 
small (eleven and ten cases respectively ), they found smaller time scores 
and fewer failures on the posttherapy test. The control group showed no 
such improvement. 

A number of qualitative observations can be made in connection with 
the test, and these are probably as useful as the time scores, Peters (35) 
believes that behavior during the test may reveal tendencies to give up 
under difficulty, poor emotional control, degree of self-criticism, meticu- 
lousness, and tendencies to rationalize. He reports that the majority of 
his subjects dropped their pretentions and affectations after the test, pre- 
sumably because they had already disclosed so much weakness. Some of 
the subjects in Peters’ investigation were quite upset. Weeping, dizziness, 
and hypomanic episodes occurred, primarily among the psychotic cases. 

Mirror-tracing is obviously a supplementary procedure. Its most ap- 
propriate use is as a stress test when that seems needed in a total study. 
When given by a skilled examiner, the reactions of the client may yield 
information not easily obtained in an interview. The time scores and 
actual tracings are objective data, easily filed for future research. 


PERSONAL DOCUMENTS AND OTHER WRITTEN MATERIAL 


Clinicians can often obtain written materials from their clients and 
may find them as revealing as projective tests. Sometimes they get per- 
sonal documents such as letters, diaries, or poetry. Sometimes they re- 
quest a specific kind of writing. For example, the client may be asked to 
write an autobiography, or a description of the personalities of his par 
ents. Since the writing can usually be done by the client alone, the clini- 
cian’s time is not used for “administering” this technique. On the other 
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hand, a good deal of time may be required to read and interpret the 
written material. 

The ease with which large amounts of written material may be col- 
lected from high-school or college classes makes such data useful in 
clinical research. Hall (40), for example, has applied this method to the 
collection of series of dreams from college students. Other kinds of in- 
formation may be extracted from themes on life ambitions, on the ideal 
woman, on what to do with $100,000, and so on. Students may be asked 
to keep a diary for several weeks in which they note episodes of anger, 
or fear, or moodiness. These methods could be applied to individual 
diagnostic work in certain settings, although that is rarely done. In some 
clinics, for example, a fairly lengthy waiting period must elapse between 
the first contact and the first appointment. Perhaps case studies could be 
facilitated by asking clients on the waiting list to provide written ma- 
terial, such as autobiographies, to the clinic. 

Personal documents such as letters or diaries from various periods in 
the life of the client will sometimes show significant changes in values, 
concerns, or in interpersonal problems, and these may aid the clinician’s 
assessment of the client's present condition. Occasionally, a single docu- 
ment will show clear pathology. An example is this advertisement, written 
as a school assignment by a nineteen-year-old girl: 


GOODYEAR TIRE—Oh! That Nasty Tire. 
These are gorgeous tires, 
They walk, sing, sleep and dance. 
These tires are so valuable, 
That we named them the 
GOODMAN TIRE 
GOOD, SOUND TIRES. 
They're a Humbug, those tires 
TRY ONE TIRE ON YOUR AUTO 
They're marvelous, you would enjoy a long trip and 
Come home and congratulate 
These are AIR PROVE TIRES, 
I can’t do any more than sell you a tire 
So I am much pleased. 
Give ’em air once in a while 
But don’t fuss too much. 
So long Callagain. 
THESE TIRES GIVE ME A PAIN A RIPE PAIN IN THE NECK B. (41, 
p. 512) 


The curious twists of thought shown in this sample were present in thé 
irl’s other written work, too. It will be no surprise to learn that she was 
given a diagnosis of early schizophrenia after psychiatric study. 
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Spontaneous written productions are also useful in psychotherapy. 
Short stories, poems, letters to the therapist, and essays may reveal ideas 
that are not brought into the therapy discussions. Sometimes patients 
deliberately choose to bring a problem to the therapist’s attention by 
giving him something they have written. At other times, patients will 
show their increasing trust in the therapist by letting him read a literary 
effort they have shown to no one else. 

Interpretation of Written Material. There is no set of clearly formu- 
lated principles for the interpretation of assigned or spontaneous writing. 
Stories and other fantasy productions may be approached in much the 
same way as the TAT. But this frame of reference may not be appropriate 
for letters and diaries. Probably the first thing we must do in considering 
a personal document is to ask how it came to be written. This question 
immediately raises speculations about the motives for writing it and 
about the interpersonal relationship of the author with the intended 
reader. What kind of impression did the writer hope to make? What 
would he probably not want to say? These questions help us form the 
context within which we would make a more detailed analysis. 

A general principle used in interpreting most written material is that 
the frequency of a topic, of a description, or of a stated condition is a 
rough indicator of the intensity of the personal motives centering around 
that topic. This principle was used by White in his analysis of Richard 
Wright’s autobiography, Black Boy (45). White shows that the most 
frequent descriptive category used in connection with the parents was 
“dangerous.” Rarely are they described as “loving” or “affectionate.” 
Furthermore, Southern whites are most commonly described as danger- 
ous. Surely, the inference that Wright sees his social environment as 
essentially hostile is justified. If this is true, the clinician would want to 
know how this hostility affected the author. Again tabulation suggests an 
answer: aggression is one of the most commonly mentioned goals or 
“values” in the book. Of course, sheer frequency of mention is not the 
only way of communicating the importance of a motive or attitude, Some- 
times a single dramatic and terrifying episode should count heavily as an 
indicator of concern or disturbance. 

Another guide to use in interpreting written materials is to look for 
common associations between ideas or topics. Thus, in a number of stories 
We may find that a writer mentions a certain kind of female character in 
connection with violence. It may happen that no causal relationship is 
expressed between these two notions. Perhaps it is only that the woman 
is the one who first learns of the violence, or that she is a witness. The 
frequency with which the association occurs will suggest that some 
special relationship between these ideas must exist for the writer. Baldwin 
(87) has applied this kind of analysis to a series of letters. 
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More generally, we search written material to discover what the author 
sees as valuable, significant, frightening, helpful, repugnant, and so on. 
This is done more easily when the writing is intended to express the 
writer’s own feelings than when it is fantasy material. Thus, a man 
writes to a friend: “It has been wonderful to meet Mr. Foreman. He is 
such a man of principle.” We may infer in this case that ethical values 
are important to the writer, perhaps more important than personal 
warmth or status. But if this writer had created a story in which one of 
the characters expressed admiration for a man of principle, we could 
not draw this inference. We should have to consider, in this latter case, 
what attitude the writer held toward the character who expressed this 
view. If the character were portrayed in a generally unsympathetic way, 
we should infer that the author did not regard this standard of judgment 
as important or legitimate. 

One of the most rewarding kinds of information to be obtained from 
autobiographies and personality sketches is the psychological insight of 
the writer. Tomkins (43) has pointed out that in TAT stories the nar- 
rator cannot attribute more awareness of motives to his characters than 
he himself possesses. And he cannot attribute complex patterns of mo- 
tivation to his characters if he does not have insight into these patterns. 
There is every reason to think that the same thing would be true in in- 
terpreting written material. It seems safe to assume also that unexpected 
and deviant accounts of psychological dynamics probably represent sig- 
nificant and distorted notions that the writer has about his own life. 

Interpreting written materials also includes noting the style or expres- 
sive techniques of the writer. We may characterize writing as flat, factual, 
emotionally dramatic, didactic, hostile, or “full of sound and fury, sig- 
nifying nothing,” according to the way it makes us feel. Probably style 
of writing is not related to personality in any simple fashion, however: 
An “inhibited” style may not necessarily mean an inhibited person. Like 
clothing, gesture, and speech, written expression results from a complex 
of determinants: ability, training, sensitivity, and immediate purpose. 
The style of writing, therefore, reveals one more facet of personality; 
it does not necessarily reveal the most central or enduring qualities. 

Scoring Written Material. Several methods of analyzing written ma- 
terial so as to yield numerical scores have been proposed (38, 39, 45): 
These methods depend upon counting the frequency of certain kinds © 
words or ideas. For example, Dollard and Mowrer (39) have proposed 
a “discomfort-relief quotient” (DRQ). The written sample is first di- 
vided into thought units according to instructions. Then the number of 
discomfort units is found by counting all expressions of pain, discomfort 
want, tension, or drive. Relief units are found by counting all expressions 
of pleasure, reward, relaxation, or drive reduction. Neutral or mixe 
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expressions are not counted. The DRQ is simply the ratio of discomfort 
units to the total of discomfort and relief units. Presumably this index 
measures the tension or over-all dissatisfaction of the writer, but some 
research raises doubt about whether this tension measure indicates poor 
adjustment (42). 

These methods were developed primarily for following the changes in 
social casework and therapeutic contacts. Little effort has been made 
to apply them to autobiographies, letters, and diaries, but it is possible 
that they may be usefully employed with these materials. Here again are 
some interesting research possibilities. 

Problem 4. In this problem you will have a chance to see how you 
react to written material and to try a simple experiment in matching 
two kinds of written productions. First, we shall present the replies of 
three female students of different ages to the following request: “Write 
several paragraphs telling what things in life are most important to 
you, that is, what you are going to try to get out of life.” These replies 
will be labeled A, B, and C. 

Then we shall give you the replies of these same people to one part 
of the Similes Test (44). For this test, subjects are asked to make up as 
many similes as they can for a number of adjectives: pathetic, meek, dan- 
gerous, exciting, and so on. They are given two minutes to write as 
many similes as they can for each adjective. We present their responses 
to the word “delightful.” The responses of the three subjects will be 
numbered, but they will not be listed in the order in which their para- 
graphs are presented. 

Your task will be to match the sets of similes with the proper para- 
graphs. Indicate your matching by placing the letter of the paragraph 
with number of the simile set that was given by the same person. Then 
write a paragraph describing your basis for matching. 


A. My immediate interest is to finish and finish well my work for a Bachelor's 
Degree. That is my principle concern right now. Not only will this be beneficial 
to me extrinsically (more money) but I honestly want to be a more educated 
person, i.e., I want to learn—I like it! 

Eventually (I might add it had better be soon) I want to marry and have a 
family, But I absolutely refuse to marry just to escape the scourge of “old 
maid.” I have to be really in love. Funny (“they” said it was true) but the 
older I get the more it takes in a man to even make him a likely candidate. 

B. Most important things in life are family, interesting work, worthwhile 
work and friends to enjoy. A family is important, gives one others to be with, 
others to think of, feeling of belonging and sharing fun and troubles. Worth- 
while work, why put forth the effort if it has no value or satisfaction, or others 
are not to gain. : 

Hope to live a life that is helpful and find pleasure in doing it, work with 
little children gives it, also worries. 
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C. Life in general is very interesting to me. Every day that I live I find 
there are so many things to learn about and become interested in. In my work 
the fields are so varied and so wide that I find I can’t learn fast enough all the 
things which interest me. Getting a degree has given me a still wider and 
greater degree of intellectual curiosity. The most important thing in life, how- 
ever, is to live right and just in the sight of God. Of course, that covers a lot 
of territory. Secondly, I’m very interested in my family—Mother and Father. 
And my work is a very important part of life also. I want to put all I can into 
my work and I want to get the greatest amount of happiness life can offer by 
serving others in my capacity. 


Responses to “As delightful as . . .” 

1. A summer day, ocean blue, pleasant surprise, singing birds. 

2. Chocolate ice-cream sundae with whipped cream & nuts, fresh clean 
white linen dress, new fuid-drive Chrysler convertible, fried chicken, 
seeing a very sick baby up and well again, meeting an old friend, buy- 
ing a present for mother. 

8. A summer breeze, a rose, as a day in June, a happy child, a walk 
in the woods. [Note: Crude norms for this group indicate that about four 
similes is average for the word “delightful,” and that about one of these 
will refer to a human being.] 
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CHAPTER 11 


The Clinical Use of Psychometric Tests 


We shall use the phrase “psychometric tests” to mean the traditional 
question-and-answer psychological tests. The most familiar examples are 
tests of intelligence and of achievement in school subjects. In addition, 
the name applies to a host of special-ability or aptitude tests, interest and 
attitude tests, and questionnaires or inventories for assessing emotional 
qualities or social behavior. Many of these tests are paper-and-pencil 
tests in which the items are verbal. Some, such as musical-aptitude tests 
and measures of manual dexterity, use nonverbal stimulus material. Most 
of these tests are capable of group administration, and many of them can 
be given by relatively untrained examiners. These advantages have led 
to widespread use of psychometric tests in educational, industrial, and 
military situations, in which partial assessments of large numbers of 
people must be made at fairly low cost. Except for intelligence tests, 
however, clinical psychologists have not been inclined to rely on psycho- 
metric devices, We shall discuss some of the reasons for this, but we 
also want to suggest that they may be more useful to clinicians than they 
sometimes believe. 

In this chapter, we shall discuss the use of a battery of tests as part 
of the study of a person. We shall not describe in detail the specific 
tests used for illustration. The understanding of particular tests is part 
of the clinician’s general knowledge and can be acquired in courses de- 
voted to psychometric testing. If you need background to understand the 
tests mentioned in this chapter, you can get help from the Mental 
Measurements Yearbook (10, 11). They contain descriptions and critical 
reviews of every important test available. f 

In the same way, we shall assume that you have at least a speaking 
acquaintance with derived scores such as percentiles and standard scores. 
Background for understanding these and related statistical ideas can be 
found in Cronbach’s chapter on interpreting test scores (14). More ex- 
tensive treatment is given in the text by Goodenough (18). 

Psychometric tests are often called See in contras 

28. 


t to the un- 
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structured projective methods. This means that the stimulus material is 
familiar to the subjects, and that the instructions present definite tasks of 
solving problems, of making choices, of giving an answer, Or of demon- 
strating a skill. Thus, in a clerical aptitude test, the subject compares 
pairs of numbers and marks them “same” or “different.” Psychometric 
tests are structured in another way also: the subject does a task which 
can be evaluated by norms that are roughly familiar to him. In the case 
of ability and achievement tests, the notion of a “right” and “wrong 
answer is familiar to most subjects in United States culture. There is no 
“right” way to respond to the ink blots or to the TAT pictures, however, 
and the subject has no way of knowing how “well” he is doing. 

The usual content of a psychometric test is a list of items. They can 
be objectively scored and readily subjected to statistical treatment. Pro- 
jective test data, on the other hand, must usually be broken into items, 
for they come in “chunks” that are larger than item size. Objective 
scoring is important, too, For one thing, it reduces scoring time. It also 
reduces the influence of personal bias and other kinds of error at the 
data-gathering level. Some psychologists seem to think that objective 
scoring removes the need for clinical interpretation altogether. This is 
not the case. Objective tests simply postpone the clinician’s interpretive 
activity until the scoring is finished. 

Another distinguishing feature of psychometric tests is that they must 
be interpreted on the basis of scores rather than by analyzing the psycho- 
logical processes used in answering. The scores are usually arrived at by 
adding all the items answered in a specified way and by using this total 
to find the subject’s position relative to a normative group. Thus we may 
arrive at percentiles, standard scores, age-level, or grade-level scores, 
depending on the purpose of the test. The development of numerical 
scores has been an outstanding achievement of psychology; they open 
the way to refinements and discoveries that make modern tests far supe- 
rior to the tests of a half century ago. On the other hand, the value of 
scores for research should not blind us to the fact that they are, for the 
study of a person, far removed from the richness and concreteness 0 
acts and feelings. Scores are symbols of useful but high-level abstrac- 
tions. 

Unlike projective methods, psychometric tests do not set creative tasks 
for the subject. Although intelligence tests sometimes set problems, they 
are solvable by methods that have been taught in school. Actually psy a 
chometric tests appear to require a reproductive or reporting activity. 
This is obviously the case in ability and achievement tests. In testing 
interests and social adjustment the subject is usually asked to report 
his preferences or customary behavior. Tests of motor proficiency at 
sensory acuity do not call for creativity but for a demonstration of skill. 
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THE ISOLATION OF TRAITS 


Psychometric tests and projective methods stem from different con- 
ceptions about the nature of personality. The psychometric conception 
in pure form is that personality is composed of ingredients (abilities, 
traits) that can be studied separately and that exist in “amounts.” Thus, 
we can speak of a person as “having” so much intelligence, literary 
information, prejudice, manual dexterity, and emotional stability. The 
projective conception, on the other hand, would regard personality as 
a gestalt or organized totality. Such a conception would insist that abili- 
ties and traits can be understood only in relation to other salient features 
of the person. It would require that whatever aspects of behavior are 
singled out for study as abilities should be related to the motivational 
pushes and adjustive efforts of the individual. 

We can illustrate the difference between these two points of view 
by elaborating upon an example given by Allport (1, p. 881). He de- 
scribes a professor who is very neat and orderly about his own posses- 
sions but is quite disorderly in his handling of the departmental library. 
Presumably, if a “neatness test” were devised, this man would score 
somewhere near the average. Does this score really tell us how neat the 
professor is? Perhaps, in the sense that it shows we cannot expect ex- 
treme neatness nor extreme disorder from him. But the score covers 
up the fact that neatness is incidental, even irrelevant, in describing this 
person. Allport points out that actually the professor is a self-centered 
egotist whose orderliness expresses his high regard for himself and his 
low opinion of others. 

It would not help, either, to build another test, this time for “self- 
love,” and administer it to the professor; for the addition of more isolated 
information could hardly reveal the dynamic relationships that make 
his neatness understandable and, in fact, more predictable than by 
using a test. 

It is this separation of traits from the whole personality that has made 
clinicians turn away from psychometric tests. To many of them it seems 
that by the time human behavior has been squeezed into a percentile 
it is too abstract to be of much value. And yet abstracting is surely a 
legitimate activity. In fact, it is essential to science that we deal in 
abstractions, that we neglect some phenomena for the sake of labeling 
and identifying others. The risk comes only from taking our abstractions 
too seriously, from failure to remember that the “reality” of these isolated 
traits is no greater than the “reality” of some other convenient constructs. 

Incidentally, clinicians and global personality theorists may be wrong 
in assuming that no traits can be assessed in isolation from the a 
of the personality. Quite possibly, a few characteristics can be assesse 
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this way but others cannot. In fact, it is probable that the nature of 
public-school instruction, the competitive character of our society, and 
the tremendous reliance of Western culture on verbal abstractions has 
actually made possible the isolation of a few aspects of behavior. To 
illustrate: laboratory attempts to measure the auditory acuity of primi- 
tive peoples would fail, because such individuals could see no signifi- 
cance in pure tones presented outside the context of hunting or dancing. 
But with training and the development of social norms that make “ex- 
perimental” situations part of real living, they could exercise this sensory 
function apart from the complex matrix of their daily activity. So too 
with intelligence, knowledge, or special abilities, They are always inter- 
mixed with wanting, feeling, imagining, and with remembering in specific 
situations; but people in Western culture have become adept at respond- 
ing to requests that they act now intelligent, now dextrous, now musical, 
now literate, and so on. If this view has any truth, the isolated traits 
of the psychometrician are not entirely artifacts but are parts of our 
social reality. 

The isolation of traits may lead us into another trap besides the fail- 
ure to see that real characteristics seldom exist alone. That trap is the 
belief that the trait we study is solely the property of the individual. 
We may come to think that we are measuring some “organized neuro- 
muscular predisposition” that exists independently of the environment. 
According to present conceptions of the relationship of the individual 
to social groups, the consistency and predictability of the individual’s 
behavior are due largely to continuing external pressures. To the extent 
that a person is supported and encouraged by a group, he will stand- 
ardize much of his behavior around the norms of that group. Thus, an 
alcoholic can change his behavior considerably by affiliating with Alco- 
holics Anonymous. Let this social support be removed and the behavior 
of the alcoholic will change. 

The intelligence which we so neatly measure and call a property of 
the individual may turn out to be almost as much a function of our cul- 
ture as the alcoholic’s sobriety is a function of his A.A. membership. 
If we seriously changed important values (for example, if we stressed 
the esthetics of action, thought, and learning instead of efficiency ) our 
tests of intelligence would appear ridiculous, All this does not deny the 
usefulness of such tests in our present culture. 


THE PROBLEM OF MEASUREMENT 


Another conception on which psychometric tests are based is the idea 
that traits are present in varying degrees in different individuals and 
that they can be measured. In fact, the phrase “mental measurement” 
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is often applied to the whole enterprise of psychometric testing. This 
idea of measuring the “amount” of some individual characteristic needs 
careful examination if the clinician is to use psychometric devices ap- 
propriately. 

It is generally agreed that, if tests are measuring a trait, they do not 
measure it directly but only by inference. Even in the case of an achieve- 
ment test, we do not measure all the knowledge in chemistry or English 
that a person has; rather, we assume that the sample of information we 
obtain is a fair indicator of the total stock of information he has. Now, 
if we are going to measure by inference, we must know how the ob- 
tained score is related to the inferred trait. For example, does a zero 
score on a test mean zero amount of the trait? This assumption has been 
thoroughly debated, and no one now seriously defends the view that 
a zero score shows the complete absence of the trait. Nor can we say 
that a perfect score means the maximum of the trait. Furthermore, we 
cannot say that equal gains in score represent equal gains in the trait. 
Surely a method with these limitations should not be called measure- 
ment.! And there are still other, serious difficulties. 

In some instances, we cannot even be sure that higher scores actually 
mean greater amounts of the measured trait. The discovery of over- 
compensation and reaction-formation makes the assumption of a one-to- 
one relationship between trait and score untenable in some cases. Certain 
personality inventories, for example, purport to measure feelings of 
inferiority. Low scores mean that few questions were answered in the 
way self-confident people answer them. High scores mean that many 
questions were answered in a self-confident way. Are people with very 
high scores supremely self-confident, then? It does not seem very likely. 
More probably, they are covering up their real feelings behind a defen- 
sive bravado. In this case, both high and low scores mean lack of self- 
confidence; the difference in scoring level would be due to the degree 
of awareness that accompanied this lack, High-scoring people may be 
fooling themselves into believing they are confident. 

Probably the situation just described does not often occur in the case 
of ability, aptitude, and achievement tests. We do not think that people 
can show more ability, or proficiency, or knowledge than they actually 
have. Sometimes, of course, special coaching and previous experience 
with tests may raise scores beyond the level that would have been 
attained without them. More commonly, the scores on such tests may 
be lowered by the conditions of testing. For instance, some persons are 

1 Problems of the zero point and the unit of measurement are discussed by Good- 
enough (18) and Peak (26). A sophisticated discussion of measurement that dis- 


tinguishes between nominal, ordinal, interval, and ratio scales has been prepa 
by Coombs (13). Important criticisms of tests as measures can be found in a m 


graph by Thomas (30). 
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emotionally aroused by tests that have a time limit. They may become 
so disturbed by the pressure for speed that they perform below the ex- 
pected level. When this happens, the test score cannot be used to esti- 
mate the level of ability or achievement, except to say that we have 
a minimum estimate. 

It is usually taken for granted that a test measures the same under- 
lying trait at all points on the scoring scale. In fact, this is a necessary 
assumption if we are to believe we are measuring at all. We should 
hardly know what to do with a tape measure that measured length up 
to a certain point and then began to measure temperature. Yet this kind 
of thing apparently happens with some tests. Consider, as an illustra- 
tion, a test of manual dexterity that involves fairly complicated direc- 
tions for turning and placing blocks of various colors. Low scores on 
such a test can result either from poor manual dexterity or from in- 
ability to grasp and remember the instructions, After a certain point 
on the scoring scale, differences among test scores will be due almost 
entirely to differences in dexterity. Something like this can happen on 
tests of interest and emotional stability, too. Since many of these tests 
were designed for college students, they require a high level of reading 
comprehension. When the tests are given to persons below this level 
of comprehension, deviant scores may reflect reading difficulties rather 
than lack of interest or emotional instability. 

Even with tests that are more carefully constructed and used than 
those just mentioned, there may be doubt as to whether the same trait 
is being measured at all points on the scoring continuum. It frequently 
happens in Sensory measurements that quantitative increases in stimula- 
tion finally produce qualitative shifts, For example, increasing the fre- 
quency of sound vibrations results in higher-pitched tones up to a point. 
After that, nothing is heard. Or, increases in the temperature of an 
object held against the skin produces increased feelings of warmth, but 
finally a critical temperature is reached and painful burning occurs. 
It is entirely probable that this kind of effect, this change of quality at 
extremes of the scale, happens in some kinds of psychometric measure- 
ment. Consider an interest test that includes a scale for measuring inter- 
est in social-service occupations. Is a low score on this scale simply an 
indicator of very low interest? Or could it represent a genuine aversion 
to helping people in face-to-face situations? There is a real difference 
between these two interpretations of the score, particularly if we are 
trying to relate interests to other aspects of the person, 

We can summarize our discussion by saying that, so far as the clinician 
is concerned, it is not very useful to think of psychometric tests as meas- 
uring devices that reveal the amounts of various ingredients in the 

make-up of a person. They do permit the grouping of people with respect 
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to certain qualities of behavior, and, in this sense, they provide the 
clinician with reference points to use in constructing an integrated de- 
scription of the person. Test scores are facts, but they do not stand 
alone. They require understanding and interpretation just as much as 
facts about a person's dress, speech, or behavior in the interview. 


THE PROBLEM OF VALIDITY 


Construct Validity. It has been clear for a long time that the name of 
a test does not tell us much about the meaning that should be attached 
to scores on that test. Nor does the fact that a test contains questions 
or problems that appear to test dominance or mechanical ability guar- 
antee that it does test these qualities. Consequently, there has been an 
increasing demand for proof that tests measure what they purport to 
measure. This is the way that test validity is sometimes defined. A test 
is said to be valid to the extent that it measures the trait that it claims 
to be measuring. This concept of validity has been termed “construct 
validity” (32), 

Construct validity is not easy to establish for two reasons: the exact 

nature of the trait to be measured is often not agreed upon; and no 
criterion can be found which is a sufficiently pure measure of the trait 
to serve as a validating criterion, Establishment of the fact that a test 
actually measures a trait must depend upon the convergence of a num- 
ber of lines of evidence. We must have a theory that tells us that a 
particular trait will be related to some performances but not to others. 
Then we can proceed to examine a number of performances to see 
whether the test correlates with them in the expected way. 
Presumably this is how we know that intelligence tests really measure 
intelligence, But despite a tremendous amount of experimental, statisti- 
cal, and theoretical work, it must be admitted that the construct “intel- 
ligence” is far from clear. Cattell says: 


“« 


* + a survey of current literature reveals every possible variety of di- 
vergence as to the objectives of intelligence testing. Intelligence is abstract 
thinking; it is concrete thinking; it is verbal skill; it is manipulative ability; 
it is innate; it is a set of acquired skills; it occurs equally in all activities; it 
cannot be measured by sampling; it is one thing; it is a host of things; it is a 
few distinct, clear-cut aptitudes” (12, pp. 162 £). 


And what Cattell says of intelligence testing is even more true of the 
traits that are presumably measured by other psychometric tests. 

Why then, in the light of this confusion about constructs, have intel- 
ligence tests been so useful? The answer to this is straightforward: they 

ave consistently shown positive correlations with socially significant 
criteria. From this point of view, it does not really matter much what 
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an intelligence test is measuring. The question that interests the clini- 
cian is “what does it predict?” 
Predictive Validity. What is to be gained from giving any test? Basi- 
cally we gain economy of time, effort, and expense. Tests enable us to 
make estimates of some performance without having the subject actually 
engage in that performance. Our estimates may not be very good, but 
they provide additional data that enable decisions to be made. We 
know, for instance, that the Ohio State University Psychological Test 
correlates in the neighborhood of .50 with grad 
colleges. The test requires about two hours to com 
four years to finish. Now for some people, the tim 
to college to find out whether they will succeed 
students, however, would prefer to know that t 
them before they commit themselves. And colle 
lar assurance before admitting their students. The value of the test comes 
from the fact that a relationship has been demonstrated between it and 
future academic success, over a long period. 
Sometimes we want to make predictions that do not refer to the 
future. We may be interested in how others perceive a person. Do they 


regard him as friendly, as a good employee, as a leader, and so on? In 
these cases, there must b 


es earned in certain 
plete; college requires 
e and expense of going 
is of no moment. Most 
he odds are not against 
ge faculties want a simi- 


aling with the relationship between 
rformance or the soci 


rion (the large sample) that is significant for the p! 
it is valid for that criterion. Tests, 


as simply valid or invalid. They are vali 
criteria. Thus, an interest test may i 
vidual’s expressed preferences for activiti 
dents; but it may not be able to predi 
classes (9). 

This emphasis on predictive validity 
common clinical practices in dealing with test Scores, as Anastasi (2) 
has forcefully pointed out. She notes that clinicians are Prone to argue 
that the test scores of certain people are too low or too high because 
of some extenuating condition. For example, they may say that lack 


requires a rejection of certain 
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of environmental stimulation, or frequent illness, or a language handi- 
cap results in an IQ that is too low. But is this really true? In order for 
the IQ to be considered too low, we must know that the criterion scores 
(school grades) in such cases are consistently higher than those predicted 
on the basis of the known correlation between test and criterion, Anastasi 
argues that this discrepancy will not occur. For, she says, the handi- 
capping factors that determined the IQ will also influence behavior in 
the criterion situation. 

OF course, measures may be taken to remedy the conditions that inter- 
fere with school performance. The child may be given special tutoring. 
In that case schoolwork would probably improve; but so would the IQ, 
tested after the handicap had been overcome! Taking scores as predic- 
tors instead of measures, we have no basis for calling them too low 
or too high unless we know that transient events during testing affected 
the score. Obviously, illness or fatigue during testing lowers the test 
score without lowering the criterion performance. The meaning of such 
disturbances, however, is not that they interfered with the measurement 
of a trait, but that they prevented the examiner from getting an ade- 
quate sample of the individual’s test behavior. 

The difference between thinking of tests as predictors and thinking 
of them as measures of an underlying trait that exists in a fixed amount 
is so important that we shall add another example. Suppose that a stu- 
dent is being studied in order to determine whether or not he should 
g0 to college. A group test of academic ability is administered, and 
the student scores below the critical level required. Further study 
reveals that the student reads very poorly. The clinician decides that 
the test was “unfair” to the student and did not really show his ability. 
He administers an oral test, say the Wechsler-Bellevue, and discovers 
that the student does substantially better on it, when the scores are 
Properly compared. Should he now recommend that the student ought 
to enter college? The answer to this question depends on the validity 
coefficients of the two tests when the criterion is college success. If the 
group test has a higher validity coefficient in this situation, the clinician 
should base his estimate of probable success on the group-test score. 
This estimate does not end the clinician’s work, however. Knowing 
that a reading difficulty is present, he would suggest that special train- 
ing in reading is needed. After the training is finished, a retest may 
show that the student has a better chance of doing good college work. 

__ One further point should be noted in connection with predictive valid- 
ity. The criterion used to establish predictive validity does not usually 
sample all of the activities in the life situation we are trying to antici- 
pate. There is more to college than earning grades, and to say that 


d 
a student will pass does not mean that he will be socially efective or 
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personally happy. Similarly, in selecting men for advancement in a busi- 
ness organization, our tests may show that they can probably do what 
is expected; but they may not show that they will develop emotional 
tensions in their work. The clinician tries to go beyond the sampled 
aspects of the criterion in making his predictions. 

Psychometric test scores, then, represent factual data that are not 
essentially different from other kinds of observations. Although they are 
more refined, objective, and permit more accurate comparisons of indi- 
viduals than many observations, they require understanding. They set 


problems for the clinician rather than simply give him answers, Anastasi 
remarks; 


Content Validity. In the case of achievement tests for school subjects, 
validation i i 


l out by using an external criterion 
or by attempting to validate a co 


an adequate sample of the it 
ment? Ideally, the test builder 
of items and then showing th 


tive items from this universe, For example 


of these words (32, p. 20). This 


be applied in many other cases, however, In testing achi 
mathematics, biology, or the social rely on the 
te sampling 
In using achievement tests, we need to distinguish between knowledge 


of the universe of items. 
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and proficiency in using that knowledge. It would be simple to construct 
a test of knowledge about automobile driving. It would include items 
about the use of the clutch, brake, and starter, as well as items about 
traffic rules, hand signals, and safe driving practices. A high score on 
such a test, however, would not guarantee actual skill in driving. It takes 
more than knowledge to keep from cracking up a car! 

Test Intercorrelations. Test builders sometimes short-cut the valida- 
tion problem by showing that the new test predicts scores on a familiar 
one. This procedure may be useful if the new test is shorter and more 
economical than the familiar one. It is not entirely satisfactory as a sub- 
stitute for direct validation against an external criterion. If a well-known 
test predicts an external criterion, the fact that the new test shows a high 
correlation with the familiar one yields only presumptive evidence that 
the new test will predict that same criterion. A far better method is to 
offer new data to establish the predictive validity of the new test. 

The fact that tests do show substantial intercorrelations provides a 
useful tool for the clinician. Knowing that several intelligence tests 
should yield similar scores for the same person makes it possible to find 
discrepancies due to motivation, to speed pressure, to conditions of test- 
ing, and the like. Then, too, since we usually expect positive correla- 
tions among intelligence, achievement, and reading tests, discrepancies 
in scores made in these kinds of tests point to special problems. When 
achievement scores are significantly lower than would be predicted from 
ability scores, we may look for such things as poor schooling, antipathy 
toward school, or interference of competing interests. 

In order to be sure that test scores deviate from expectations, fairly 
large deviations must exist. For example, suppose that an academic- 
ability test has a correlation of .50 with an achievement test in English 
grammar and punctuation for a particular school. A student scores at 
the 84th percentile on the ability test. What is his probable score on 
the English test? Using the regression equation, we can compute his 
probable percentile in English achievement as 69. But it is possible to 
estimate the probabilities that he will score higher or lower than this. 
By applying the appropriate formulas, we can show that there is a proba- 
bility of about .68 that his English score will lie between the 34th and 
the 91st percentiles. Put another way, we should not think of his Eng- 
lish score as deviating from our expectations unless it is outside the range 
of scores from the 84th to the 91st percentiles.? If the correlation between 

2 The values in the illustration were computed by using standard scores in the 
Tegression equation. Once the estimated standard score on the criterion was found, 
the coefficient of alienation was used to find the limits within which the criterion 
Score would probably fall. The customary limits of plus and minus one standard 
error were used. Percentile scores were found after the computations were complete. 


The formulas are given in many statistics texts, but one of the clearest discussions is 
by Bingham (7, pp. 260-263). 
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test and criterion were substantially greater, the probable limits of the 
expected criterion score would be much narrower. The point is, that 
under the usual conditions of test usage, we should not attach much 
significance to small deviations from predicted scores, A person who 
scores ten percentiles higher or lower than expected is not really deviant 
enough to warrant special consideration, unless his expected scores are 


either quite high or quite low. It is a waste of time to spin hypotheses 


explaining differences that may not really exist, 
you are a clinician engaged in consulting 
with business and industrial firms. Your chief task is the assessment of 


supervisors and minor executives, so as to locate those who are poten- 
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general population norms usually are somewhat biased because the 
sample contains too many professional people and too few unskilled 
or agricultural workers. Fortunately, general population norms are not 
really needed for a good deal of clinical work, 

Norms are more likely to be stable if they are based on large samples; 
e.g., at least 200 or 300 people. With samples of this size, we can be 
fairly confident that means and standard deviations will not be reflect- 
ing random fluctuations due to chance factors in sampling. On the other 
hand, a large sample is not valuable if it is a biased sample. Increasing 
sample sizes does not automatically make them adequately representa- 
tive of the population from which they are supposedly drawn. 

As social conditions change, norms may easily become outmoded. 
For example, the norms for a group intelligence test based on a sample 
of college students in 1925 are not very useful today. In 1925, fewer 
students attended college and they were more likely to be highly se- 
lected with respect to academic aptitude 
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test and criterion were substantially greater, the probable limits of the 
expected criterion score would be much narrower. The point is, that 
under the usual conditions of test usage, we should not attach much 
significance to small deviations from predicted scores. A person who 
scores ten percentiles higher or lower than expected is not really deviant 
enough to warrant special consideration, unless his expected scores are 
either quite high or quite low. It is a waste of time to spin hypotheses 
explaining differences that may not really exist. 

Problem 1. Suppose that you are a clinician engaged in consulting 
with business and industrial firms. Your chief task is the assessment of 
supervisors and minor executives, so as to locate those who are poten- 
tially promotable. A new paper-and-pencil test purporting to measure 
ascendance and submission in social situations is published. It is easily 
scored and requires only twenty minutes to administer. You want to 
consider using it in your work. 

1. What kind of information on test validity would you like to have? 

2. Suppose that the only validity information supplied is that test 
scores showed a correlation of .60 with instructors’ ratings of social 
ascendance for 150 students in five college classes. Could you justify 
using the test in your work? On what grounds? 


THE PROBLEM OF NORMS 


One of the very great advantages of using psychometric tests is that 
they provide data on the distribution of scores made by various groups 
of people. These normative data give the clinician a much broader 
basis for interpreting scores than he gets from his own experience. They 
permit him to see how well his client has responded to the test as com- 
pared with various defined groups. It is important, then, that normative 
data be reported in such a way that the clinician knows what kind of 
comparisons he is making. 

The essential statistics that should be reported for the score distribu- 
tions of norm groups are means and standard deviations, It is useful 
to show also the complete distribution for each separate group. The 
test manual should give percentile or standard score equivalents based 
on each norm group. But these statistical data mean little if the char- 
acter of the norm group is not adequately reported. 

There are a number of facts that should be reported in describing 
norm groups: the age distribution, education, sex composition, locale 
of residence, and year in which they were tested. The method by which 
the normative sample was drawn is also useful information. This last 

requirement is very important when the norms are supposed to te 
representative of the general population. It is well known by now tha 
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general population norms usually are somewhat biased because the 
sample contains too many professional people and too few unskilled 
or agricultural workers. Fortunately, general population norms are not 
really needed for a good deal of clinical work. 

Norms are more likely to be stable if they are based on large samples; 
e.g., at least 200 or 300 people. With samples of this size, we can be 
fairly confident that means and standard deviations will not be reflect- 
ing random fluctuations due to chance factors in sampling. On the other 
hand, a large sample is not valuable if it is a biased sample. Increasing 
sample sizes does not automatically make them adequately representa- 
tive of the population from which they are supposedly drawn. 

As social conditions change, norms may easily become outmoded. 
For example, the norms for a group intelligence test based on a sample 
of college students in 1925 are not very useful today. In 1925, fewer 
students attended college and they were more likely to be highly se- 
lected with respect to academic aptitude than is the case at present. 
Thus, the mean test score of a present-day sample of students is likely 
to be somewhat lower than the mean of the earlier group. Another case 
of the effect of social change on norms has been noted in connection with 
the interest patterns of psychologists. An interest test constructed in 
the 1920s (the Strong Vocational Interest Blank) used a scoring key for 

psychologist” that was similar to the key used for physician. At that 
time, psychologists were mainly oriented toward semiphysiological ex- 
perimentation in laboratories. Today, more psychologists are interested 
m personality, social psychology, and the applications of psychology. 
Consequently test builders have had to develop new keys and new norms. 

You must pay particular attention to the norm groups whenever you 
give a battery of tests to one person. Even though the scores for all the 
tests are given in comparable units (percentiles), individual profiles are 
greatly affected by the nature of the norm groups used. Since the tests 
in the battery have been standardized on different norm groups, we 
cannot assume that a given percentile means the same on one test as 
it does on another. Suppose we are using only two tests, one for aca- 
demic ability and one for English grammar. A client scores at the 60th 
percentile on both tests. This result tempts the clinician to describe 
the client as “slightly above average” on both tests. But he discovers 
that the norm group for the ability test consists of college freshmen in 
a large state university, whereas the norms for the grammar test are 
based on sophomores in private colleges. The latter group undoubtedly 
stands higher in ability and achievement than the former. Consequently, 
the clinician must correct the grammar score to put it on the same basis 
as the ability score. The best guess would be that the client stands some- 
what better in grammar than he does in ability. Although the correction 
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is guessed, it is probably safer to make it than to assume the two scores 
are equal. y 

When testing adults beyond the age of thirty, the absence of appropri- 
ate norm groups raises a serious problem. Many tests give normative 
data for only high-school or college students, and we have no way of 
knowing how mature adults perform on them. Usually, clinicians use 
norms for the highest school grade completed by the adult client. This 
practice makes no allowance for the deterioration of reading skills and 
information level that takes place after formal schooling ends. Again, 
subjective corrections are called for, and they must take account of how 
occupational and leisure-time activities may have influenced test scores. 

Problem 2. Suppose a test for “neuroticism” has been standardized 
and validated on a large number of students in several Middle Western 
universities. The external criterion predicted by the test is psychiatric 
diagnosis. Critical scores indicating that neurosis is probably present 
have been established on the college sample. 

1. Would you be justified in using the norms and critical scores on 
students in an agency where the clientele consisted largely of people 
from thirty to fifty years of age? Explain. f, 

2. Would you be justified in using published norms in working with 
senior high-school students in the Middle West? Explain. 


Because information on normative groups is often badly reported or 
is out of date, many agencies prepare local norms. By keeping adequate 
records, it is possible to prepare, for an entire battery of tests, norms 
that are based on the same sample. Test profiles are more meaningful 
if such a common base is used. Local norms may also be compared with 


published norms in order to reveal special characteristics of the agency’s 
clientele. 


INTERPRETING A TEST BATTERY 


Two Aspects of Interpretation. The clinician looks at scores on a bat- 
tery of tests from two points of view. First, he is interested in what the 
scores mean in terms of the client’s future. He wants to say that a client 
probably will succeed in college, in sales work, in the ministry, and so 
on. These forecasts obviously depend upon the predictive validity co- 
efficients of the tests. When these validities are known to be substantial, 
clinicians cannot safely disregard the test scores in making predictions. 
No matter what extenuating circumstances are present, the test with 
the best validity for a given criterion can probably predict better than 
the clinician. Of course, these predictive validities are often not availa- 
ble. For example, a client wants some estimate of his probable success 
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as a director of television programs. No investigations of the predictive 
power of tests for this job have been reported. Consequently, the only 
thing the clinician can do is to make a cautious forecast on the basis 
of the similarity of this job to others that have already been studied. 
Probably he would use an academic-ability test and a vocational-interest 
test as a minimum battery. 

The second way that a clinician looks at test scores is to regard them 
as outcomes of living. From this point of view, his job is to understand 
what influences determined the client’s behavior in the test situation. 
This task is the same kind of task that the clinician has when he tries 
to understand why a person is a hypochondriac or why he has delusions 
of grandeur. Test behavior, like any other behavior, is the outcome of 
the person’s previous experience, his physiological equipment, his mo- 
tives, his favored adjustive techniques, and his perception of the im- 
mediate testing situation. And, in so far as he can, the clinician wants 
to relate these factors to the observed test behavior. 

What is gained by this second kind of interpretive activity? Probably 
the most important result is the discovery of correctable defects or 
liabilities, Moreover, the clinician may be able to suggest the most 
appropriate kind of remedial work. Let us take a fictitious example. 
A young man in college shows better than average college aptitude and 
a high level of achievement in various subject-matter tests. His score 
on a mathematics achievement test is conspicuously low, however. This 
poor performance would be of no consequence were it not for the fact 
that the client wants to enter an occupation requiring more than medi- 
ocre skill in mathematics, Suppose that the clinician, trying to under- 
stand the score in relation to the life history, finds that the young man 
probably hates mathematics because his father, whom he also hates, 
placed a high value on skill in this subject. The objection to mathematics 
is basically an objection to pleasing or resembling his father. Conse- 
quently, the son has been poorly motivated in mathematics courses and 
has failed to learn. If this hypothesis is correct, there is little point in 
telling the client that he must take more courses in mathematics if he is 
to enter his chosen occupation. The problem is rather to help the young 
man shift his attitude so that he can stop defeating his own efforts to get 
what he wants, 

A Sample Case Study. We can show something about test interpreta- 
tion by presenting an actual case. The data we give were collected in 
a vocational-counseling agency that routinely used an extensive test 
battery, Not all the tests given to this client were really necessary, but 
they provide good material for illustration. The tests included in this 

attery sampled academic aptitude, scholastic achievement, special apti- 
tudes, interests, and emotional adjustment. 
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Mary D. was a thirty-seven-year-old woman who had completed ten 
grades in school. She told the counselor in a preliminary interview 
that she thought she would like to take some college courses as a part- 
time student. She wanted to know whether she could do this successfully. 
(A nearby college admitted adult students to courses on a noncredit 
basis even though they had not finished high school.) She also wanted 
to know what kind of work she was best suited for, since she had to earn 
a living. The counselor interviewed her to get information about her 
background, and planned a testing program for her. We shall first con- 
sider the results of the psychometric tests. 

Academic Ability. Mary was first given the Otis Self-Administering 
Test of Mental Ability, Higher Examination. There is a time limit of 
thirty minutes for this test. The items are heterogeneous as to content 
and include arithmetic, analogies, definitions of words, interpreting 
proverbs, following directions, syllogistic reasoning, and a few others. 
Mary’s score on this test yielded an IQ of 91. When compared with the 
norms for college students furnished with the test, she scored at the 
4th percentile. This score certainly does not indicate that Mary would 
be able to do work at the college level. 

Several characteristics of the Otis test, however, make it desirable 
to verify the inference that she would probably fail in college courses. 
For one thing, the Otis norm group of college students is outmoded and 
probably averages higher on the test than a present-day group. Perhaps 
Mary’s score seems low because she is being compared with a group 
that does not represent the kind of competition she would actually meet 
in college. Then, too, she may have reacted adversely to the time pres- 
sure imposed by this test. We expect a person of thirty-seven to be 
somewhat slower than a person who is younger and also accustomed to 
taking tests in school. The counselor asked the psychometrician to ad- 
minister two other tests. 

One of these tests was the Ohio State University Psychological Ex- 
amination, Form 22. This test is untimed, but it can usually be finished 
in two hours or less. Its norms for college freshmen are based on a large 
number of entering students in Ohio colleges. Validity coefficients, using 
a criterion of freshman grades, have been relatively high, and at least 
one coefficient of .68 has been reported (10, p. 244). The test is heavily 
loaded with vocabulary, verbal analogy, and reading comprehension 
items. Mary’s percentile on this test was 88, based on college freshman 
norms. While this result allows us to predict a somewhat better outcome 
for her, it is low enough to indicate that college-level work will be quite 
difficult for her. 

In order to get an estimate of Mary’s academic ability in a face-to- 
face situation, she was given the Wechsler-Bellevue Intelligence Test. 
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This is an individual test with normative data based on adults. Thus 
it offered a chance to assess Mary's academic ability relative to her own 
age group. The verbal part of the test has subtests of information, 
arithmetic, similarities, comprehension, digit span, and vocabulary. The 
performance part of the test requires identifying missing parts of pic- 
tures, arranging sets of pictures to make a story, reproducing block 
designs, putting together simple jigsaw puzzles, and learning a non- 
verbal code. The Wechsler-Bellevue is rarely used to predict college 
success, but it correlates quite well with other individual tests of intel- 
ligence and with teachers’ estimates of the intelligence of high-school 
students. Mary earned an IQ of 108, which gives her a percentile rank 
of 69 relative to a norm group in their late thirties. This group is pre- 
sumably representative of the general population at that age. 

The three tests permit the inference that Mary probably cannot do 
adequate college work. But the Wechsler-Bellevue indicates that Mary’s 
success at academic tasks would be slightly above the average for her 
age. To the extent that this kind of learning is required by a job, Mary 
would probably turn in a performance at least as good as the average 
person. 

Scholastic Achievement. Mary was given two sections of the Progres- 
sive Achievement Test, Advanced Battery. One was a reading test and 
the other a language test intended for high-school students. Her scores 
on these tests were compared with norms for the tenth grade, the high- 
est grade she had completed. On the vocabulary part of the reading test 
she scored at the 70th percentile. This is a high score considering the 
fact that she had been out of school for more than twenty years. She 
probably would not have scored much higher than this when she was 
in the tenth grade. On the reading-comprehensions section of the read- 
Ing test she scored at the 60th percentile. Although this score is lower 
than the vocabulary score, the difference is not great enough to be of 
any practical significance.* If the comprehension score were markedly 
lower than the vocabulary score, we might suspect that speed pressure 
or lack of practice in reading was responsible for the discrepancy. If the 
client’s history showed little reading in the last eight or ten years, we 
could account for the low comprehension score. But then we would 
try to explain why the vocabulary score was higher. 

The language test is composed of items requiring knowledge of Eng- 


è The difference between these two percentiles amounts to about one quarter of 
the standard deviation of the distribution of scores. But at another point on the 
istribution, a difference of 10 percentiles would be a very substantial difference. For 
example, the difference between the 80th and 90th percentiles is about a half of the 
standard deviation. This curious inequality of seemingly equal differences between 
Percentiles may easily lead to erroneous interpretation of profiles reported in per- 
Centiles. Standard scores, or their derivatives, do not have this disadvantage. 
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lish grammar, punctuation, and spelling. Mary’s score on this part of the 
achievement test was only at the 20th percentile. Probably this low 
level of achievement was due in part to a lack of concern with the formal 
aspects of grammar since leaving school. She has not been in work that 
called for skill in written English. Besides, she is not prepared for such 
work now without further training. 

No more achievement tests were given to Mary. Had she been inter- 
ested in training requiring mathematics, chemistry, or physics, the coun- 
selor would have suggested a test in one of these subjects. When such 
tests are given, one point must be kept in mind: school courses do not 
always cover the same material tested in achievement tests. A particular 
school may have a chemistry course, for example, that does not attempt 
to cover material that is called for in a chemistry-achievement test. 
Sometimes this is because of the special educational goals of the school. 
Sometimes it is because of the fact that the test and the course were 
built at different times. 

Suppose that we had tested Mary’s knowledge of chemistry with a 
recently published test. The test is presumably based on current views 
about the appropriate content of a high school chemistry course. These 
views may differ from those held some twenty years ago, when Mary 
was in school. Consequently, a low score could be due to a poor sampling 
of what Mary was taught rather than her lack of mastery or inability 
to remember. A similar conclusion would hold if we used a test built 
twenty years ago to measure the achievement of a recent high school 
graduate. 

Aptitude Tests. Four tests of special aptitudes were given to Mary. 
The counselor hoped that the results would suggest some employment 
possibilities, Two of these tests were designed to predict success in 
mechanical or in engineering occupations. One test was the Bennett 
Test of Mechanical Comprehension. The items in this instrument are 
pictorially presented problems requiring a knowledge of mechanical 
principles for their solution. Although a special form of the test is availa- 
ble for women, Mary was given one of the men’s forms. Her score placed 
her at the 77th percentile as compared with a norm group of employees 
in mechanical work. 

The interpretation of this score is difficult because we do not know 
exactly what the Bennett Mechanical Comprehension Test predicts. Some 
evidence indicates that it can predict success in operating machine tools, 
but in at least one study it was less useful than an intelligence test in 
making such predictions (3). Scores on the test are also related to suba 
cess in courses dealing with applications of physics and engineering prin- 
ciples. Perhaps we can only say of Mary that she could probably do 
mechanical work adequately. 
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The other mechanical ability test given to Mary was the Revised 
Minnesota Paper Form Board Test. This test requires the subject to 
visualize how a set of geometrical forms could be assembled to make 
a larger form. Since the parts are shown as diagrams, they cannot be 
actually manipulated. The subject must arrange the parts on a symbolic 
level, probably by using visual imagery. The test apparently predicts 
success in courses in descriptive geometry, mechanical drawing, and 
some of the skilled trades, but the reported validity coefficients are rarely 
above .45. 

Mary’s score on the Paper Form Board placed her at the 45th per- 
centile relative to a norm group of adult women. We must conclude 
that she would be able to do mechanical work, but would not be judged 
as very good or very poor. Had Mary made extremely high or extremely 
low scores on these two mechanical tests, the counselor would want 
to investigate her background to find out about the part mechanical 
activities played in her personality. For example, it could be that close 
association and admiration for a mechanically talented father along with 
a rejection of female domestic activities could lead to high mechanical- 
test scores, 

The Minnesota Clerical Test was administered to Mary to throw some 
light on her suitability for office clerical work. The test has two parts: 
one requires the subject to compare pairs of names and to judge whether 
they are the same or different; the other requires the same kind of 
judgment about pairs of long numbers. It is a speed test and can be 
administered in about fifteen minutes. Using supervisors’ ratings as 
criteria, validity coefficients of around .40 have been reported between 
test scores and rated success in office work. Mary's score on both name 
and number checking placed her at the 10th percentile of the norm group 
of women clerical workers. This low score strongly indicates that she 
would not do well in such work as filing, operating office machines, and 
routine bookkeeping. But there is more to be said about her performance 
on this test. 

The items in the Minnesota Clerical Test require a painstaking ap- 
proach to detect small differences in material that is essentially repeti- 
tive and meaningless. In some ways, the test demands a performance 
that is like the activity involved in picking out small details in the 
Rorschach blots. Now there are some people who can do this kind of 
thing well but do not like it. There are others who find security and 
perhaps even some pleasure in discovering demonstrable errors in mate- 
rial that is not personally relevant. Although both kinds of people could 
make fairly high scores on this test, they would probably difer on a 
test of interest in clerical work. The former would show weak interest 
in clerical occupations; the latter would show strong interest. 
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What could lie behind low scores? Immediately we think of impulsive- 
ness and aversion to careful inspection. People who dislike a detailed 
task and want to finish it quickly could pile up errors. But some would 
object mainly to the meaningless content or repetitive nature of the 
items. We do not mean that these various motives would be aroused 
for the first time during the administration of the test, Rather, the test 
would actually be one more instance of a kind of task they had often 
found distasteful in the past. Their aversion would hinder both the 
acquisition of the name and number checking skill prior to the test and 
the application of painstaking effort during the test. 

At this point, we cannot say what conditions affected Mary’s score. 
We should consider the possibility, however, that she may be impetuous 
and poorly motivated to pay attention to details, 

Because Mary had expressed a possible interest in artistic activities, 
the counselor asked her to take the Meier Art Judgment Test. In this 
test, the subject is shown a series of black-and-white pictures in pairs. 
One member of each pair reproduces an original painting or drawing, 
and the other is a distorted version with alterations in composition or 
design. The subject indicates which version he thinks is better artisti- 
cally. A choice is counted correct if it agrees with the one selected by 
a group of art experts who aided in constructing the scoring key. Essen- 
tially, then, the test score shows how closely the subject agrees with art 
experts. Factors such as color, style of execution, and originality of con- 
ception play no part in determining the judgments. It is not very clear 
just what criteria this test will predict. Usually art students make higher 
scores than nonart students, and high-school students do better than 
grade-school students. But there is little evidence that future employ- 
ment or training in art fields will probably turn out well for those with 
high scores. 

Mary’s percentile score of 19, based on adult norms, indicates that she 
knows little about good composition in the fine arts; at least, it indicates 
that she doesn’t agree with the experts. Whether she can draw or not, 
we do not know. Meier’s Test is not intended to reveal that kind of talent. 

Had Mary’s score been high or had her expressed interest in an art 
occupation been strong, the counselor could have administered a test 
of drawing ability, such as the Horn Art Aptitude Inventory, But a more 
economical method would be to find out the role art had played in 
Mary’s life. Did she take art courses in high school? How well did she 
do in these courses? Is drawing an avocational interest for her? If so, in 
what media does she work? What kinds of paintings does she like? Does 
she visit museums? How enthusiastically does she talk about art? sige 
and similar questions would be important in any instance where ar 
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interest is expressed strongly. And a comparable exploration is called 
for whenever a client expresses an interest in some specialized work, such 
as music, dramatics, or writing. 

Mary’s history showed no avocational activity of an artistic kind nor 
much concern with appreciation of art. Since she was thirty-seven, fur- 
ther training in art would be dismissed as irrelevant to her employment 
plans. That would not preclude the discussion of training in an art- 
related craft such as weaving, metalwork, or hatmaking. 

Interest Test. Mary was given the Kuder Preference Record (Voca- 
tional) to survey her interests systematically. This requires the expression 
of preferences for various types of activity. Each item presents three dif- 
ferent activities to be ranked in order of preference. This is a “forced 
choice” technique which prevents a subject from earning high scores on 
all nine of the subtests.‘ Choosing the answers referring to one interest 
area automatically excludes some answers referring to other areas. 

Kuder scores have moderate validities with respect to a number of 
different criteria, One review of research on the Kuder Record (29) 
indicates that the interest scores differentiate among students preparing 
for different occupations, as well as among people actually engaged 
in different occupations, A few investigators have shown that some of 
the Kuder scores show low positive correlations with success in related 
college courses. Barnette (4) found that Kuder scores differentiate be- 
tween engineers who are successfully following their vocational plans 
and those who are unsuccessful in following their plans. A similar dif- 
ferentiation was found between successful and unsuccessful accountants, 
but this was not true of salesmen. Barnette’s study strongly suggests 
that Kuder scores predict satisfaction in certain vocations. Levine and 
Wallen (25) have shown a positive relationship between Kuder scores 
of adolescents and the type of occupation entered seven to nine years 
after the test was taken. However, their data on the artistic, musical, 
and social-service scales are not adequate enough to lead to any con- 
clusions about those fields. 

Mary’s percentiles on the nine scales are based on the norms for adult 
women. They are as follows: 


Mechanical 52 
Computational 13 
Scientific 55 
Persuasive 12 
Artistic 84 


* At the time Mary filled out the Kuder Record, keys for only nine scales were 
available. Newer versions of the Record have an additional scale for measuring 


Interests in outdoor activities. 
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Literary 67 
Musical 92 
Social Service 30 
Clerical 4 


The most striking finding is her low interest in clerical-computational 
work. It would probably be safe to say that she has an aversion to this 
kind of occupation. This result adds weight to our earlier speculation 
that Mary objects to exacting, painstaking effort. 

Mary’s highest scores were on the three scales sometimes called the 
“culture triad.” They include art, music, and literary interests. The inter- 
pretation of scores in this area cannot be made without reference to the 
case history, for these interests function differently in the lives of differ- 
ent people. We must digress, therefore, to consider the psychological 
meaning of interests and to introduce some additional information about 
Mary. 

Interests are essentially motivational phenomena. A vocational-interest 
inventory describes the person’s wants in terms of occupations or occupa- 
tional types that presumably satisfy his distinctive pattern of motives 
(8). But a given kind of occupational activity may satisfy more than 
one motive, and different people perceive an occupation as a satisfer 
of different wants. Thus, in the case of the culture triad, the activities 
may be seen as conferring intellectual status. Knowledge of art, litera- 
ture, and music is commonly identified as a mark of membership in the 
“cultured,” upper middle class. These fields are also seen as “creative,” 
offering a chance for “expressing oneself.” Or they may appeal to people 
who find face-to-face relationships difficult and trying. (Shy adolescents 
discover that the high-school band provides social life without much 
personal involvement.) Sometimes these activities are regarded as routes 
to fame and fortune on the stage. Again, the chief motive may be an 
intrinsic interest in the content itself, due to special training or long 
familiarity. 

Now Mary’s history shows no evidence of home or school training 
that would lead her to know and value art, music, and literature. She 
came from a lower middle-class background and has worked mainly as 
a waitress. During World War II, she engaged in semiskilled factory 
work. These facts suggest that status aspirations may lie behind her 
scores on the culture triad. 

Mary said that her favorite recreations were attending concerts, pho- 
tography, movies, and reading philosophy and psychology. None of 
these is a genuinely social activity. The interest in philosophy and psy- 
chology sounds a bit strange in the context of her education, academic 
ability, and home background. Is this another evidence of status hunger, 
or are we dealing with more deeply rooted needs related to her persona 
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difficulties? People who are emotionally detached often seek help from 
books instead of from other people. Then too, those who are cut off 
from others often become concerned about cosmic problems. The ex- 
treme of this is seen in bizarre schizophrenic delusions; but the poorly 
socialized and detached person also has a stranger thought-life than 
is commonly suspected. Perhaps Mary's statement that she had been 
studying philosophy and psychology for ten years shows deep concern 
about her life and the existence of a fantasy world, developed without 
the corrective influence of social interchange. Support for this specula- 
tion comes from a remark she made about being particularly interested 
in the people of Tibet and Africa. This interest has the full flavor of 
escape into exotic, far-off lands. 

Her high scores, then, suggest status aspirations and some possible 
need for isolation and detachment. What about her low score on the 
persuasive scale? High scores on this scale are made by men in occupa- 
tions requiring face-to-face contacts, such as salesmen, and by men who 
have dominant positions, such as supervisors and executives. Low scores 
are common among mathematics teachers, chemical engineers, tool- 
makers, and farmers. These occupations require little social dominance. 
In terms of personality, the persuasive scale appears to reflect an inter- 
est in face-to-face power relationships, with low scores indicating sub- 
missiveness and social isolation. A similar statement holds for women’s 
Occupations, 

Mary’s persuasive score thus fits with one guess about the meaning 
of her high scores on the culture triad: she is not emotionally close to 
people. And in addition, she may be submissive, perhaps unable to take 
her own part in competitive situations. 

Problem 8, Among women, members of the following occupational 
groups make high and low scores on the social service scale: 


High scores Low scores 
Religious workers Retail buyers 
Social workers Tearoom managers 
Trained nurses Librarians 
Home demonstration agents Teachers of commercial subjects 


l. Describe the difference between these two sets of occupations with 
respect to the kind of human relationships they require. 


ë Further evidence of the schizoid quality of Mary’s personal adjustment was 
Provided by her extieniely high scores on the 1 Religious and Theoretical scales of the 
Allport-Vernon Study of Values. Extreme elevation of these two scores always sug- 
Bests that the clinician should probe for preoccupation with abstractions and cosmic 
Speculations along with inadequate social contacts. Of course, data from the J R 

story are needed to find out whether these tendencies have been integrated into 

© person’s life in a satisfying way, or whether they are destroying his happiness an 
eltectiveness, 
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2. Which set of occupations would be more appealing to women with 
strong needs for achievement? For nurturance? For openly dominating 
others? 

8. How would you interpret Mary’s social-service score in the light of 
her other interest scores and the background information you have? 

Personality Testing. Since Mary had told the counselor that she had 
been divorced twice, he thought it would be worth while to admin- 
ister a test to reveal possible emotional maladjustment. His choice was 
the Minnesota Multiphasic Personality Inventory (MMPI). This test 
includes nine diagnostic scales and four validity scales, The latter are 
intended to expose records that cannot be interpreted because of evasive 
answers, intentional deception, or failure to carry out directions. Keys 
for other special-purpose scales such as social introversion, dominance, 
and prejudice, have also been developed. 

The items in the MMPI are statements describing symptoms, prefer- 
ences, actions, beliefs, and events that may have occurred in the personal 
life of the client. Examples are: “I like children,” “I am a special agent 
of God,” and “At times I think I am no good at all.” People taking the 
test are asked to classify each item as true or false as applied to them- 
selves. A category titled “cannot say” may be used when the respondent 
cannot decide the truth or falsity of a statement. 

The score on each scale shows the degree to which the client’s answers 
are similar to those given by a group of patients with a common psy- 
chiatric diagnosis. For example, the key for the hypochondriasis scale 
was developed by finding those items that differentiated between hypo- 
chondriacs and normals. A high score on this scale would indicate that 
the client answered the items in very much the way hypochondriacs 
do. Thus, each scale is basically an attempt to predict the diagnosis that 
the client would receive from psychiatric study. 

One difficulty that arises immediately is that diagnostic groups cannot 
be neatly separated from each other on the basis of the kind of items 
used in the MMPI. Hypochondriacal behavior can be observed in cases 
of depression and schizophrenia, for example. And depression may oor 
cur as a secondary feature in almost any other diagnostic category. This 
complication forces the clinician to examine the whole profile of scores 
in order to say something meaningful about the client. A case in point 
is the fact that neurotics frequently make high scores on three scales 
no matter what specific diagnosis they may have. These scales have 
even been termed “the neurotic triad.” They are the hypochondria, 
depression, and hysteria scales. Other common patterns have also hea 
discovered. A good idea of the relationship between types of on 
profiles and case-history material can be obtained from reading An Atla 
for the Clinical Use of the MMPI, by Hathaway and Meehl (20). 
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A number of studies show that the MMPI scales are related to more 
than psychiatric diagnosis. Some evidence is available to show that 
psychotherapy and electrical-shock therapy result in lower scores (17, 
27, 28). Thus, the MMPI may be able to reveal the degree of emotional 
disturbance as well as its nature. There is also a possibility that the 
MMPI may be able to predict how the normal client will be perceived 
by others. Hovey (22) has shown that, among student nurses, scores 
on some of the scales were related to supervisors’ judgments of certain 
personality characteristics. High scores on the hypochondriasis scale 
indicated a lack of alertness, and high scores on the depression scale 
showed shyness, a low degree of initiative, and poor social poise. These 
findings seem to fit the kind of personality traits we would expect in 
the clinical groups used to build the scales, but other findings do not. 
It is not clear, for example, why Hovey should find that those nurses 
who made high scores on the schizophrenic scale should be described 
as active participants in group discussion. At any rate, there is a possi- 
ble relationship between these scales, originally built to detect pathology, 
and normal personality characteristics. 

Scores for the MMPI are not given in percentiles but in T-scores. 
These T-scores are standard scores transmuted so that the mean score 
for every scale is 50 and the standard deviation is 10. Scores above 70 
(i.e, about the 98th percentile) are considered high enough to raise 
doubt as to the adequacy of the client's adjustment. Obviously, how- 
ever, one high score is not very strong evidence. In fact, it is common 
to find college students with several scores above 70 who appear to be 
functioning adequately. On the other hand some profiles seem to be 
unusually low on most of the scales, with only one score near 70, Then 
it is wise to investigate further, for it can happen that a sophisticated 
subject may give “normal” answers, not be detected by the validity 
scales, and still be maladjusted. 

Here is Mary’s pattern of scores on the MMPI: 


Scale T-score 
Hypochondriasis (Hs) 44 
Depression (D) 40 
Hysteria (Hy) 50 
Psychopathic deviate (Pd) 55 
Masculinity (Mf) 63 
Paranoia (Pa) 88 
Psychasthenia (Pt) 37 
Schizophrenia (Sc) a 


Hypomania (Ma) 
The validity scores were all well within the normal range, so that we 
ave no reason to think the record has been distorted by faking or 
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by a desire to create a good impression. On the other hand, these scores 
are low enough to make us suspect that Mary somehow suppressed mal- 
adjusted answers.” Assuming this is the case for the moment, what is 
most noticeable about these scores? The T-score of 63 on the masculinity- 
femininity scale indicates that Mary gave more masculine answers than 
90 per cent of the female norm group. This score is made more signifi- 
cant by the fact that it occurs in a context of low scores. One minor þit 
of additional evidence for its significance is the score of 55 on the psy- 
chopathic deviate scale. Scores on this scale often rise along with the 
masculinity-femininity score; and it is the second-highest score in this 
record. 

What meaning could this masculinity score have? The authors of the 
manual for the MMPI are careful to point out that the Mf scale should 
be taken to indicate masculinity or femininity of interests. In fact, they 
call it an interest scale. They also point out that, while feminine scores 
among men may show homosexual tendencies, masculine scores among 
women may not indicate homosexuality. Nevertheless, in this instance, 
the counselor should ask himself what these masculine interests signify 
in Mary’s personality. The fact that she was divorced twice suggests, 
at the very least, difficulty in her relationships with men. But this history 
in itself points simply to a sexual problem. We cannot say that it is 
a homosexual problem. The data from the MMPI, however, suggest 
that possibility. 

It is possible that Mary's low scores on the MMPI were due in part 
to her spare-time reading. She did not describe in detail her reading 
in psychology, but she mentioned that she had read a number of books 
by Freud. Her sophistication about symptoms could lead her to avoid 
admitting, even to herself, the truth of many of the items in the test. 


INTEGRATING BACKGROUND DATA WITH TEST RESULTS 


So far, we have examined Mary’s test results without much reference 
to. her history. In general, the interpretation of a battery should start 
this way. Then, the test scores serve as independent sources of bY- 
potheses, and their interpretation is not contaminated by biases stem 
ming from a knowledge of the case history. But the final interpretatio? 
must take the client’s history into account. Ideally, one person show 
interpret the test battery and another should interpret the life history: 
The final report should be the joint product of these two interpreters; 
then, conclusions arrived at independently could be found and accept 
with more confidence than the conclusions of a single interpreter. T 
procedure is too expensive, however, to be commonly used. 4 

Mary’s History. When Mary was a child, her parents were divorce 
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and she was sent to live in an orphanage for several years. Following this, 
she was taken to live with her grandmother. She described this woman 
as a:domineering person who strictly enforced orthodox Protestant moral 
and religious beliefs. She left school in the tenth grade, when she was 
about seventeen years old. 

At eighteen she married, and after about a year and a half of marriage 
she had a child. This marriage lasted only four years. It was not clear 
to the interviewer why this marriage broke up. Mary’s daughter had 
been living with the divorced husband for some time. In her early 
thirties, Mary married a second time, but this marriage lasted only two 
months, because her second husband was an alcoholic. 

Although she worked as a waitress for a number of years, she found 
this work distasteful, because she didn’t like dealing with the public. 
She had also worked as a riveter and as a plasterer. These jobs were 
held during the war years. Although they are unusual jobs for a woman, 
such work was often done by women during the war. She expressed 
no liking for these jobs and regarded them merely as sources of income. 
She had not worked for the last year. She had been able to stop work- 
ing because of a small income in the form of alimony from her second 
husband, 

Her social life had been meager. She belonged to no organizations 
at the time of testing. She had belonged to a Protestant church many 
years ago but was not affiliated with it any longer. She stated that she 
had no close friends and that she didn’t have dates with men. According 
to her, she had become increasingly shy during the last three or four 
years, 

She said that her health had been good. She admitted that she drank 
heavily some years ago but denied drinking at the time her history was 
taken. When she was asked what kind of work she would like, she men- 
tioned color photography. She also said that she would like to fit colored 
glass into church windows, because she liked working with her hands 
and working with color. 

An Interpretation of the Data. Test results show that Mary could per- 
form slightly better than the average person in jobs requiring verb 
intelligence. Her work history, however, suggests that she has not quite 
achieved this level. Special training to give her some “salable skills 
would improve her earning power, but her motivation for added train- 
ing is probably weak. F 

Her interest in college may be due largely to an intellectual status 
need. Her distaste for her past jobs may reflect, in part, lack of status 


Satisfaction offered by them. k A hi 
She shows no evidence of special abilities or talents either in her his- 


tory or in her tests. Job choice, then, must be guided by her emotional 
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and motivational requirements. Her low persuasive score, indicating 
social submissiveness, suggests that sales and managerial work will be 
unsatisfying. The moderately low social-service score seems to eliminate 
face-to-face service occupations. 

Mary’s recreational interests and Kuder scores indicate tendencies to 
withdraw into a preoccupation with her own emotional problems. Her 
interest in the job of fitting colored glass into church windows suggests 
an unrealistic assessment of job opportunities, It may stem from a desire 
for atonement, because two divorces and a period of heavy drinking 
must have produced considerable guilt and self-devaluation. Also, her 
early years were marked by strict religious instruction. 

The fact that her second marriage lasted only two months indicates 
that her choice of a husband must have been based on a distorted per- 
ception of what she wanted and what her husband was, Such distor- 
tions are not simply mistakes; they betray the force of repressed needs. 
The masculinity shown by the MMPI is probably related to her difficul- 
ties with men; but whether it represents homosexual trends or a more 
recently acquired masculine protest cannot be decided from the data. 
She is not as well integrated as the low MMPI scores seem to show. 
Emotional withdrawal and autistic fantasies are efforts to compensate 
for her personality disturbance. More data are needed to determine the 
severity of this disturbance and its probable dynamics, 

Further Data about Mary. Because the counselor inferred that Mary 
was a disturbed person, he asked that she be given a Rorschach Test. 
Unfortunately, the Rorschach examiner was not a skilled clinician, sO 
that a thorough interpretation of the record could not be obtained. 
Several findings were clear, however. Mary gave far more than the 
average number of responses, and the record was similar in many ways 
to schizophrenic records. These findings offer some confirmation of the 
emotional detachment and autistic thinking shown by other data. They 
do not mean that Mary is a schizophrenic. 

In the course of her final interview, Mary talked a great deal about 
her strong sexual drives. She said that her first sexual experience at 
seventeen was due to a desire to hurt her mother, whom she described 
as promiscuous. For the first time she openly admitted an intense hatred 
for her mother. When her mother died a few years ago, Mary developed 
strong feelings of guilt which persisted. In addition, she said that her 
religious beliefs conflict with her sexual impulses and produce additional 
guilt feelings. Six months ago, she claimed, she stopped having any 
sexual relations. She did not spontaneously admit any homosexuality, 
and the counselor did not probe this area. 

The counselor suggested that Mary should seek psychiatric help. This 
suggestion surprised Mary. She said that she was able to analyze herself 
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and that she had developed “the ability to bring anything up out of my 
subconscious.” These remarks only confirmed the counselor’s impression 
that Mary was a deeply disturbed person. Further confirmation came 
when, two days later, Mary returned to ask the counselor to serve as 
therapist. She told the counselor that she had been so upset by the final 
interview that she got drunk on the evening after the final session. Since 
the counselor was not a therapist, Mary’s request was refused; but she 
was told where she could find professional help. 

Problem 4. Although successful psychotherapy would probably change 
Mary’s interpersonal relationships enough to modify job recommenda- 
tions for her, we should be prepared to suggest some occupation that 
she could follow now. In the light of what you know about Mary's 
ability and her personality, what suggestions would you make about fur- 
ther schooling and about the kind of job that would meet her needs at 
present? 


MAKING HYPOTHESES ABOUT TEST DATA 


In Chapter 8 we pointed out that inconsistencies and deviations from 
group norms set problems for the clinician. They require him to make 
hypotheses which show how unexpected findings can be explained. 
However, these hypotheses have implications beyond the specific dis- 
crepancy to be explained, and these implications can be tested to see 
whether the hypotheses are plausible. Clinicians draw their hypotheses 
from personality theory and from empirical generalizations that seem 
useful, 

Interpreting psychometric data requires the same kind of activity. 
We are required to look for discrepancies and then to guess what they 
mean. The test data themselves do not contain the answers; they must 
come from the clinician’s own background. But he must realize that the 
behavior behind the test scores is the product of a person and not some 
disembodied ability or interest. That is, test scores are somehow influ- 
enced by the residuals of training, by the physical equipment, by the 
emotions, and by the motivational pattern of the person. It is not easy 
to work from the separate scores of a test battery back to a unified 
description of a person, but if a history is available, it can be approxi- 
mated, 

We have tried to show by example how this 
carried out, Now we shall summarize by listing some ques 
interpreter of psychometric batteries can ask himself. 

_ l. Are ability predictions, education, and occupational 
in the expected way? 

2. If tests indicate special abilities or 


kind of interpretation is 
tions that the 


status related 


talents, does the history confirm 
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them by showing either how they were acquired or how they are being 
used? 

8. Are interest test patterns consistent with the broader motivational 
and adjustive trends in the client? 

4. Does the client’s perception of his abilities and interests roughly 
agree with the test data? 

5. If personality disturbances are indicated by the test results, are 
they also found in the history? 

If the answer to any of these questions is in the negative, then the 
clinician must set to work to find out why. First, he must look to super- 
ficial reasons for discrepancies: low test validity, failure to follow direc- 
tions, illness or low motivation during testing, or inaccurate scoring of the 
test. Once these are ruled out he may proceed to ask whether the results 
could have been caused by deliberate faking, by lack of specific oppor- 
tunities in school or home, by the impact of a regional culture pattern, 
and so on. Finally, he will inspect his data from the standpoint of per- 
sonality dynamics: masculine protest, oedipal attachments, conflicts with 
authority figures, repressed hostility, and so on. 

A particularly instructive example of the relationship between test 
data and life adjustment is the case of Philip Bronson, reported as part 
of the Dartmouth investigations of visual factors in college performance 

(5). Philip scored at only the 5th percentile on the scholastic-aptitude 
test given him at the time of his entrance to Dartmouth, On a reading- 
comprehension test, he scored at only the 6th percentile. These scores 
were not in error, yet he managed to graduate from the college in four 
years, He even earned part of his own expenses. Now the question here 
is this: What kind of personality pattern does it require to unite such 
surprising discrepancies? The answer, given in fascinating detail in the 
original report, is that Philip became a compulsive person with no social 
life. He turned into a kind of intellectual machine devoted solely to 
getting through his courses. He was chronically fearful of making 4 
mistake and expended great effort in mastering trivial details. He found 
it difficult to adapt to new situations, While he repressed many of his 
feelings, he was sometimes frightened by a dim awareness of his im- 
pulses. Tendencies to be hostile, to indulge himself, or to depend 0n 
others seemed potentially destructive of his ability to complete the task 
he had set for himself. But Philip was regarded as dependable and con- 
scientious by the faculty. And his orientation toward people was basically 
humane and democratic (5, pp. 185-201). 

In conclusion, we can say that psychometric tests yield useful data 
about a person; but these data must be integrated with other informatio? 
if we are to understand their full significance. Since they are objective 
psychometric tests decrease the chances of wild speculation. They place 
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limits on the hypotheses that can be reasonably accepted. Since they 
depend on the clienť’s activity rather than on his report of his life 
history, these tests eliminate some of the bias caused by the client’s de- 
sire to make a favorable impression. Since the test scores depend on 
norms derived from groups far larger than the groups usually seen by a 
single clinician, they permit more accurate comparisons of the client’s 
performance than would otherwise be possible. 

One other point should be mentioned. In our discussion of projective 
methods, we suggested that they often lead the clinician to an unneces- 
sarily pessimistic view of his client. They do not seem fitted to reveal the 
client’s personal assets. Psychometric tests, on the other hand, can show 
strengths that could be missed in an assessment by projective methods. 
High achievement in school subjects, good reading ability, and special 
talents or interests can be valuable resources; and psychometric tests 
bring them sharply to the clinician’s attention. When they are inter- 
preted with proper consideration for other kinds of data, these tests may 
offset some of the unfortunate bias imposed by an emphasis on patho- 
logical trends. Psychometric test results must be counted as important 
facts in the study of persons. But they do not tell the whole story. 


PSYCHOMETRIC TESTS IN SCREENING 


The clinician in military service faces the special problem of detecting 
men who are psychologically unfit for service. Among the large numbers 
of recruits who are to be trained, a small proportion will be unfit be- 
cause of inadequate ability to learn or because of behavior disorders. If 
each recruit were carefully studied by a clinician, most of these unsuit- 
able deviants could be located. This is impossible, however, because of 
the time and expense involved. Administering an individual intelligence 
test such as the Wechsler-Bellevue would require about an hour of the 
clinician’s time for each man. And a rapid assessment of emotional dis- 
turbance by interviewing would take at least an additional half hour. 
If we assume a relatively small number of recruit arrivals, say a hundred 
a day, it would take at least fifteen clinicians to make even such limited 
Studies, disregarding the time needed to write reports. In a military 
installation during wartime, recruit arrivals may easily reach five or ten 
times this figure. Even if the expense were warranted, it is doubtful 
whether there would be sufficient clinical manpower available to staff all 
the training centers. í 

One way of solving this problem is to use rapid screening tests (24). 
These tests must be short, be easily administered, and be easily scored. 
If possible, they should be group tests. Every recruit takes the screening 
test, and those who make deviant scores are selected for intensive indi- 
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vidual study. If the test correlates even as low as .20 or .30 with final 
judgment of suitability for service, it can be useful, The group of men 
selected for intensive study will probably contain a higher proportion 
of deviants than is found in the total recruit group. The clinician, then, 
invests his effort where it counts most. Of course, the screening test will 
miss some of the deviant men; that is the price that must be paid for the 
efficient use of clinicians. f 

Types of Screening Devices. One interesting proposal for screening 
individuals with defective intelligence has been made by Hildreth (21). 
He lists a series of items to be used in a rapid screening interview. The 
items have been chosen so that passing any one of them indicates that 
the respondent probably has a mental age of at least eleven years. This 
mental-age value is used because it corresponds to an IQ of about 70 for 
adults. A recruit who fails several of these items should be given an indi- 
vidual intelligence test. A sample item is this: The recruit is shown a 
card bearing the following numbers: 


I 2 4 8 16 


and is asked, “What is the next number?” He passes the item if he cor- 
rectly gives the answer and can explain that each number is double that 
of the preceding number, Of course, in actual practice the clinician would 
not need to ask every recruit one of these “single-item tests.” Men who 
have completed at least eight school grades are almost certain to pass 
the minimum requirements, 

A more elaborate Screening test for individual administration has been 
developed by Hunt and his coworkers (23). Two subtests from the 
Wechsler-Bellevue Scale—comprehension and similarities—are used 
along with a fifteen-word vocabulary test. This test has proved to be 
effective in detecting mentally defective individuals, Although it is a very 
short test, the fact that it must be individually administered means that 


Since illiteracy is a severe handicap in military service, the psycholo- 
gist must be prepared to detect it, Recruits are usually required to be 
able to read at least as well as the average child in the fourth grade 
before they are considered literate, By simply using passages from stand- 
ard reading tests, a psychologist can administer a short literacy test 
that is adequate for screening. The passages should include both fourth- 
and fifth-grade material. After a little practice, a psychologist can tell in 
less than a minute whether a recruit should be selected for further study- 

Another kind of problem in military screening is the detection of men 
with disabling psychopathology. Many kinds of deviants must be de- 
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tected. They include not only neurotics and psychotics, but also psycho- 
pathic deviates (the so-called “constitutional psychopaths”), homosex- 
uals, enuretics, and queer people that do not fit standard diagnostic 
categories. Since the mere presence of a personality disturbance does not, 
in itself, disqualify a man for service, each case must be individually 
evaluated. The purpose of a screening test is to select as many deviants 
as possible for individual study, and to eliminate as many normal men 
as possible from further consideration. 

There is good evidence that a number of paper-and-pencil tests of 
“adjustment” are useful in this kind of screening (15). The Cornell 
Selectee Index is one example of a brief questionnaire that works fairly 
well in a military setting. The questions are direct and undisguised. They 
ask for information about previous commitment to a mental hospital, 
about the history of convulsions, and about psychosomatic ailments. This 
kind of instrument appears to work better in military settings than in 
civilian settings. In part this is because the recruit group as a whole is 
less sophisticated about these tests than are the college students who have 
usually provided validation data. Then too, there are undoubtedly pres- 
sures for truthful answers in the military setting that are missing from 
civilian situations. 

A few studies indicate that psychometric screening devices can be 
constructed which are less transparent than the usual neurotic inventory 
and are less time-consuming to administer and score. Asking recruits to 
check all the foods they dislike from a twenty-item list has proved to be 
Surprisingly effective as a screening method (19, 81). High food-aversion 
Scores are found in a number of different disorders. A twenty-two-item 
check list of recreational interests, compiled by Berdie (6) can also be 
used as a disguised test for detecting men with psychiatric disabilities. 
Both of these instruments can be administered in about three minutes 
and are suitable for either group or individual oral administration. 

Setting a Cutting Score. An important practical problem in using a 
Screening test is the location of a cutting score. This score determines 
which recruits shall be selected for individual study. Recruits scoring 
below the cutting score are considered probably suitable for service. 
Those who make scores equal to or greater than the cutting score will be 
called in for clinical study. Since most screening tests yield continuous 
distributions, the location of the best cutting score is partly an arbitrary 
matter. We shall propose a way of looking at this problem, however, that 
Clarifies the practical issues that must be considered. 

In the first place, we must realize that validity coefficients do not heip 
solve this problem. They are required when we are deciding which o 
several screening tests to use. Several simple methods have been propa 
for Tating the relative efficiency of a number of screening tests (16, 24), 
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but after the best test has been selected we must still choose a cutting 
score. 

In the second place, the choice of a cutting score depends on the actual 
operating conditions in a given military establishment. The number of 
available clinicians must be considered in relation to the number of re- 
cruit arrivals and to the efficiency of the screening test. If more clini- 
cians become available, the cutting score may be lowered. If more 
recruits arrive, but the number of clinicians is constant, the cutting score 
may be raised. There is no way of finding a cutting score which is best for 
all conditions, 

The method we shall use involves finding out how many working days 
will be required for studying the men selected by the screening test. Since 
the number of clinical working days varies as we change the cutting 
score, we can weigh this information against the number of deviant men 
that are left undetected. We can explain more clearly by using the data 
shown in Table 5. These are hypothetical but typical data, They could be 
obtained by giving the screening test to a large group and then carefully 
locating every deviant man in the group by clinical study of the entire 
group. (In practice, data of this kind can be derived from a study of a 
group of known deviants and of a group of normals, but a correction 
must be made to keep the proportion of deviants about the same as it is 
in the total recruit population. ) 

The basic data in Table 5 are two cumulative frequency distributions: 
one for deviants and one for normals, The entries are read this way: five 
deviant men made a score of 7 on the screening test; twenty-five made 
scores of 6 or higher; and seventy-five made scores of 5 or higher. The 
entries opposite the lowest score show the total number of men in each 


group. They indicate that there are 100 deviants (about 9 per cent of 
the total) in the entire group of 1,100. 


Table 5. Cumulative frequency distributions for normals and deviants 0” 
a hypothetical screening test 


Score Deviants Normals Workload Working days 


7 5 0 5 1 
6 25 0 25 3 
5 75 50 125 16 
4 95 250 345 43 
3 100 750 850 106 
2 100 950 1,050 

1 100 1,000 1,100 


Inspection of these two cumulative frequency distributions will show 
that, in general, the deviant men made higher scores than the normal 
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men. The point biserial correlation between test score and classification 
as deviant or normal is .31 for these data. This value may be slightly 
conservative but it is not far from the usual validity coefficients under 
these conditions. 

The column headed “work load” shows the total number of men se- 
lected for clinical study by using each score as a cutting score. With a 
cutting score of 5, for example, 125 men would be chosen for individual 
study. If a cutting score of 4 were used, 345 men would be selected. 

The column headed “working days” shows the number of days a single 
clinician would have to work in order to finish each work load. It is 
based on the optimistic assumption that a clinician could adequately 
study about eight men in a working day. The figures in this column may 
also be interpreted as showing the number of clinicians needed to finish 
each work load in a single day. 

The table shows that it takes only three clinician-days to handle the 
work load generated by a cutting score of 6, If a cutting score of 5 is 
chosen, about five times as many working days are required, but the lower 
cutting score enables us to locate only three times as many deviants 
as the higher one. This outcome is common in screening work, It is very 
much more expensive to detect the last few deviants than it is to detect 
the first few, Consequently, we must ask: How much damage will be done 
by allowing any given proportion of deviants to go undetected? 

The answer to this question cannot usually be precisely determined, 
but we can see that some kinds of military assignments impose more 
stringent standards than others. Extremely stable and competent person- 
nel are required to operate aircraft and submarines, for example, A severe 
neurotic or psychotic episode suffered by one man may seriously impair 
gtoup morale or endanger the lives of the crew. For assignments like 
these, screening tests may be useless, since every person engaged in this 
kind of work should be studied individually anyway. On the other hand, 
more deviants may be tolerated in limited-duty assignments where com- 
bat stress is missing and the damage done by a severely disturbed person 
is apt to be less serious. In addition to the risk that deviant men may 
impair the effectiveness of combat units, we must consider the time and 
Money cost for their treatment, hospitalization, and eventual pension, if 
they break down in military service. These costs are often great enough 
to justify the clinical study of many suitable men in order to locate a very 
small number of unsuitable men. 

Of course, not all the deviants missed by a s yi 
forever undetected. In actual practice, the stress of military training alone 
will disturb some men so much that they will be referred to psychiatric 
units for study. If noncommissioned officers are taught some elementary 


creening test will remain 
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facts about behavior disorders and mental defects, they can help greatly 
in the detection of unfit men. Thus, the training period itself serves a 
screening function. 
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CHAPTER 12 


Individual Psychotherapy: Initial Steps and Aim 


In all the work of a clinical psychologist, nothing is as absorbing and as 
exciting as psychotherapy. Here, the study of the person becomes more 
continuous, more detailed, and more intimate than in any other context. 
But the clinician’s fascination for psychotherapy is not due simply to the 
opportunity it offers for understanding his client. He is drawn to it be- 
cause it is a creative activity that gives him a lively sense of being needed 
and helpful. In therapeutic work, his knowledge, skill, and sensitivity are 
utterly challenged and he feels that they really make a difference in hu- 
man living. 

At the same time, psychotherapy is full of unanswered questions, am- 
biguity, and discouragement. Despite ingenious theories and practices, 
we have no clear evidence that any one method of therapy is superior to 
all the others. We do not even have adequate criteria for evaluating the 
results of psychotherapy. One survey of the outcomes of psychotherapy 
questions whether any kind of therapy does much good: “The figures, 
Eysenck says, “fail to support the hypothesis that psychotherapy facili- 
tates recovery from neurotic disorder” (8, p. 823). No wonder that one 
psychologist is reported to have said: “Psychotherapy is an undefined 
technique applied to unspecified problems with unpredictable outcome 
For this technique we recommend rigorous training” (12, p. 93). 

These somber remarks remind us to be modest about therapeutic work, 
but they ought not discourage that work, Eysenck’s statistical evaluatio? 
of psychotherapy is not the definitive statement about the present state 
of affairs, as Rosenzweig (16) has shown. Superficial comparisons of 
incidence of recoveries under different methods of treatment overlo? 
too many crucial variables, For one thing, different agencies attract dif- 
ferent types of patients. We know, too, that therapists do not agree in, 
deciding how much a patient has improved. And we know that many 
changes in the lives of treated patients cannot be detected by present 
methods of measurement. We must also admit that we are not sure wPi® 
variables in the complex of activities we call “therapeutic technique” 2" 
really responsible for apee when it does take place (18). It is 
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possible, although unlikely, that the prolonged and friendly interest of 
the therapist is more significant than anything else in therapy. Or it could 
be that reduction of anxiety is of critical importance. Research ‘will 
eventually help us decide what is happening in psychotherapy. Already 
tape and film recordings have enriched our understanding of therapist- 
patient interaction. The “client-centered” therapists have employed these 
records for vigorously investigating their own methods (15). The fact 
is, however, that we know precious little about a “science” of helping 
people change. Psychological therapy is still an art. 

In the meantime, people are asking for help. The clinician, as practi- 
tioner, can hardly refuse them on the grounds that all the data are not 
yet in. After all, he has some resources. A half century or so of therapeutic 
experience gives him some guidance, and the psychology of learning and 
motivation tells him something about how people change. Clinicians, 
aware of the complexities of personality, are more likely to be successful 
in the art of therapy than are self-styled counselors who rely on half- 
baked formulas from physiology or religion. The psychological clinician, 
then, has a responsibility in the area of treatment, even though he is 
dissatisfied with the amount of factual information he has. 

This chapter and the next deal with intensive individual psychotherapy 
as it is used with neurotic persons. Therapy with children and with psy- 
chotics poses special problems which are better taken up after studying 
therapy with neurotics. Group psychotherapy, too, will be better under- 
stood after an acquaintance with individual therapy. These topics are 
foxy placed in advanced courses and will not be discussed in this 

ook. 


SOME COMMON PROBLEMS AMONG PATIENTS 


People who seek psychological help complain about many different 
troubles. Some emphasize bodily aches, some tell of excessive fear, anger, 
or sadness, and some are disturbed about conflicts with wives, children, 
Z relatives, Often, elementary biological functions are impaired: sleep- 
Ing, eating, and sexual activity are commonly affected, On the other mau 
some people report only a sense of vague dissatisfaction with their work, 
with their level of achievement, or with their human relationships. 

The wide variety of specific complaints conceals certain common prob- 
lems shared by poorly adjusted or neurotic people. When we hear them 

` talk at length about their lives, we discover important similarities among 
them. Although these similar features are not present in every case, be 
Occur so often that a psychological therapist is continually alert to their 
Possible existence, Here are some of them: 


Failure in Human Relationships. Patients report that they have not 
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been able to get sufficient satisfaction out of their relationships with 
others. This lack is most noticeable, of course, in those relationships that 
are intimate and continuous: with parents, spouse, children, and close 
friends. Often the dissatisfaction is described in terms of lack of affection, 
lack of warmth, of closeness, or ability to enjoy the other person. Some- 
times patients will say that compliments, praise, and affection that are 
given to them have not seemed genuine; at least, that they do not feel 
loved and wanted. People give different reasons for this lack of affectional 
satisfaction. Some think that it is because of their own shortcomings; some 
believe that other persons are at fault. But even in the latter case, it is 
worth noting that the dissatisfied patient has done little to find other, 
more satisfying relationships. Thus, a wife who complains of a lack of 
closeness with her husband may not have established close relationships 
with friends or relatives that are available. 

The inability to get affection from others is often accompanied by a sense 
of inability to give affection. Patients tell us that they are not responsive 
or demonstrative, and they regret this deficiency. Sometimes it is not a 
question of giving affection, but rather an inability to live up to other 
people's presumed expectations of strength, consistency, or virtue. Then 
the patient has the feeling that he is disappointing to others and so is 
failing in his human relationships. 

Self-devaluation. Another common characteristic of patients seeking 
therapy is a feeling of being “bad” or “worthless,” They do not like them- 
selves. Achievements and actions that could be considered praiseworthy 
are overlooked or ascribed to luck, to the incompetence of others, or tO 
special talents which seem unimportant to the patient. At the same time, 
failures (or what seem to be failures) are stressed and magnified. The 
therapist gets the impression that the patient somehow needs to take & 
dim view of himself and selects evidence to support his stand. 

In some instances, self-devaluation is not immediately evident, because 
it is covered by excessive self-praise, Boasting occasionally occurs, but 
more often the therapist will hear favorable self-judgments delivered in 
a tone of defiance or of pleading. Therapists soon hear, however, this 
compensatory self-praise replaced by self-condemnation. 

Puzzlement. In one way or another, patients express disturbance ov 
their inability to explain their actions and feelings to themselves. They 
do not know why they do some of the things they do. They are unable 
to account for feelings of sadness, of fear, or of irritation, They cant 
understand why they have the thoughts they have. All these things are 
related to a sense of helplessness; patients feel that their behavior 15 
forced, not chosen, and that they are at the mercy of uncontrollable im” 

pulses. Sometimes these impulses are ascribed to other people, but eve? 
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then the patient is puzzled, for he cannot understand why others should 
behave the way they do. 

Inability to Reject Alternatives. Many patients report a number of 
episodes showing that they have difficulty in fully committing themselves 
to a course of action. Sometimes this is described as difficulty in con- 
centrating on a task that presumably interests them; they are bothered 
by intrusive thoughts about other things. They may speak of indecision, 
or of decisions made but continually doubted and reexamined. They 
may put off decisions about even such small matters as buying clothing 
or accepting an invitation. 

The inability to reject alternatives appears in other activities besides 
intellectual decision making. Sometimes it is shown by an inability to 
enjoy the concrete situation faced by the individual at a given moment 
because of intrusive desires to be doing something else. Conversely, the 
person may be unable to reject a situation as unsatisfactory; he cannot 
leave it or try to change it, nor can he withdraw into his own thoughts. 
For some people the difficulty is mainly in the field of interpersonal rela- 
tions, They cannot say no to requests from others even when saying yes 
interferes with important plans of their own. Again, patients complain 
of ambivalent attitudes, such as liking someone on one day and disliking 
him the next. 

Unhappiness. The common troubles of maladjusted people so far men- 
tioned contribute, naturally enough, to misery and unhappiness. Patients 
are often so emotionally wrought-up that they feel they “can’t stand it 
any more,” or are “on the edge of insanity.” Usually, the unhappiness 
seems connected with some specific problem such as marriage or career, 
and the patient is not likely to see that it is related to many other areas 
of his life. Often the unhappiness is ascribed to symptoms such as obses- 
sional thoughts, neurotic fatigue, sexual impotence, or @ phobia. While 
such symptoms do make life more difficult and miserable, these are cer- 
tainly not the basic cause of the unhappiness. 


HOW PATIENTS REPORT PROBLEMS 


ulties all at once. The psychologist 
will hear them inserted into a number of interviews and related to a 
variety of circumstances. In order to show how patients talk about these 
matters, we shall present excerpts from transcripts of recorded ome 
The first of these is taken from the initial interview with a thirty-year-o 
Single man. Early in the interview, he had said that his main trouble w 
concentrating. After fifteen or twenty minutes, the conversation too 
the following turns 


Patients do not report these diffic 
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P (patient): And when I get to the—to a certain page, I try to think back, 
what has occurred? I have a very poor memory. It’s intolerable. i 

T (therapist): At the time that you're reading this you have the feeling that 
you're concentrating a great deal on it, but later on when you come to, uh, 
to try and recall it, you can’t. 

Um-hm. [Pause.] 

: So you feel that it’s your memory that’s slipping. ; 

: I have a feeling that it, my, my memory is—along with other things—is 
affected too. 

: What do you mean by other things? 

: Well, I mean not only I can’t remember things, but I am confused about 
them. I, uh, uh, actually I don’t know what attitude to adopt toward life. 
That, that, that’s the point. I, I have no use for, as I told you, I don’t have 
much use for people. I, I withdraw from my family. I, uh, have, uh, can’t 
stand gossip. And most of the conversations that I hear in the society in 
which I find myself, I don’t enter into them. I’m the type of individual 
that most people call, tag as, a character, queer. I find it very difficult to, 
to make compromises with what you have to do and what I want to do. 
That I think is, uh, uh, my basic problem. 


This passage tells of failure with people and of puzzlement and con- 


fusion. In the third interview, two weeks later, we find a self-devaluating 
statement: 


wH tH 


P: It’s true I’m not sure of myself, or my abilities. And I have a, well, I be- 
lieve that I must reach a, reach a, my attainments academically because 


I feel that is the only way that I, will be successful or have an opportunity 
for success. 


A few minutes later he reverts to the theme of his relationships with 
people: 


: I like to do things for people, and do things for people and their betterment 
but not when I have to be in continuous contact with them all the time. 

: You like to think about people, but you don’t like people. 

: Um-hm. I like humanity, but I don’t like humans. 

: That’s it. 
Um-hm. I wrote that in a theme, and I’ll have to rewrite the theme and s@Y 
what I mean by that statement. I like humanity, I, I, I’ve a love for hu- 
manity but I dislike human beings, and I, I, I don’t like to be with people. 

Three weeks after this interview, his feelings about personal contact 

with people again come out. This time, during the sixth interview, he 

reports some misery that he has not discussed before: 


SHH ow 


T: What is this feeling you have about just people? I mean dealing yi 
them as, as individuals, not in abstract ideas of humanity but as actu% 
individuals. There’s something that you don’t like and you described it 25 
torture. What, what kind of a thing is that, anyway? 

P: I don’t know. 
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T: What sort of feelings do you have? 

P: I get kinda sick inside, I guess that’s the thing. I get tense, build up a 
tension, I suppose, inside of me, and the only release I have is to take 
myself away from them. A large group of people. I get restless and nervous. 


Our next excerpts are taken from interviews with a twenty-two-year-old 
married man. His initial complaint was that he became aggressive and 
insulting when he drank. He had been in trouble several times because 
of fighting while drunk, and he hoped that psychological treatment could 
prevent further difficulties. During the second interview, he shows how 
self-devaluation affects his relationship with others while he is drinking: 
that I know very well and that I have 

reason to believe are fond of me and that’s a, when I get so far, why, I 

just feel cut off from all that. I just have a feeling that: you're silly, youre 

making a fool of yourself coming to those conclusions, and this is obvious, 
this proves how everybody feels or something. And then I walk out. 

: It proves that they really, that underneath they really don’t like you. 

: That’s what I feel at the time. 

: Yeh. [Thirty-second pause.] 

+ Sometimes I go out with peop: 
them of different things. All sor 


‘ In this same interview, he shows how 
ee of his fear that his wife may leave 
ys: 


P: A lot of times I’ve been with people 


WHtH 


Je and after I've had a few drinks I accuse 
ts of things that I know are untrue. 


important affection is to him. He 
him if he continues drinking and 


P: She’s, she’s the one thing that continually holds me to any career that I 
ducation and to most of the decent things 


might eventually try and to my € 
in life, to the better side of the tracks, something like that, whatever you 
want to call it, Otherwise it’s highly probable that I’d drift back to sea for 
a couple of years and wander around the country and end up not much 
T of anything. 
+ Then what you really feel is that she’s just about the only thin 
P: pon you and a kind of complete dissolution. 
: That’s right. I guess if she left me, why, I would complete my self- 
destruction in a hurry. 
ce last comments not only show the young man’s need for his wife, 
a $ they also reveal a complete lack of faith in his own resources. He 
i s helpless to pursue education or career without her guidance. More 
an that, he feels aimless; without her, he thinks, he would only destroy 
himself, 
i pa fifth interview, the proble: i 
e first time, it is connected with his aggression: 
Tm afraid of being hurt. It’s 
love them. 


g that stands 


m of affection is again discussed, and, 


P: 
ae a lot of people, and I love very few. 
ways a lot easier to hate people than it is to 
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it’ ier for them to hate. 
: zho you are. Some people, it’s easier th 
ee le noe A somebody and they hurt you, it’s what you expect. 


With this description of the means for keeping safe, it is hardly as eg 
that his wife, important as she is to him, should be a target for hatre 
too. In the sixth interview, this possibility is injected into the conversation 
with a jolt: 

P: Tve been fishing, got a suntan. Nose got sunburned, rather. 

T: Where have you been fishing? 

P: Oh, the lake. Oh, it’s awful. We're with the rest of the mob, you know, 
casting out there. People three feet on the right of you and two feet on the 
left, or something like that. Its awful. Where I come from, if you came 
down there and saw somebody half a mile away you'd move down. Some- 
body’s crowding you. You don’t do things like that, it’s impolite and it’s 
rude. Jesus! You know it’s, why do I hate my wife? 

A few minutes later, in the same interview, he recognizes the ambiva- 
lence in his feelings about his wife: 


P: Well, I am mixed up about it. Now I don’t know whether I hate her per- 
sonally or whether I hate her for what she stands for, But I've always missed 
her very much when I was away from her the slightest bit. Pye been very 
much in love with her. 


Motivational Force of These Problems, 
read suggest some of the reasons ople seek psychotherapy. The 
unhappiness and dissatisfaction reported 


therapy may be strong enough to keep 
but when they find out how many problems they have, valuable sup- 
plementary motivation is added. 

Some people begin psychotherapy because of pressure from others. A 
man, faced with the threat of a divorce, may come to the therapist in 
order to satisfy his wife and discourage her from legal action. Or a young 
woman may request treatment because of parental urging. Such pressure 
does not supply sufficient motivation for protracted psych ; in 
fact, it may sometimes lead to TE hanger ; 
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the patient himself. Only by helping the patient experience his own dis- 
satisfactions will sufficient motivation for therapy be generated. The 
therapist tries to elicit remarks about the patient's own feeling of un- 
happiness and thus establish a better basis for therapy. 


DIAGNOSIS AND THERAPY 


The mere fact that a patient wants psychological treatment is no reason 
for believing that it is what he needs. In Chapter 7 we pointed out that 
patients cannot be trusted to diagnose themselves. That warning is worth 
emphasizing again. The psychotherapist has a background of knowledge 
and experience that the patient lacks, and an important part of the thera- 
pist’s work is to decide whether psychological treatment will be helpful 
and whether it alone will be sufficient. If other forms of therapy seem 
desirable, the therapist has an ethical responsibility to suggest consulta- 
tion with another specialist. 

The kinds of diagnostic decisions that must be made when the patient 
arrives for treatment can be put in the form of three questions: 

1. Is this patient likely to need institutional treatment? 

2. Is this patient in need of treatment other than individual psycho- 
therapy? 

8. What level of psychotherapy is likely to be most useful? 

We shall consider each of these questions briefly. 

Institutionalization. The problem here is to determine the severity and 
probable course of the disorder. If the patient is psychotic, it is likely 
that hospitalization will permit more effective treatment. For one thing, 
it removes him from the stresses imposed by a hostile or competitive 
social environment. In a mental hospital, less is expected of the psychotic 
patient than in his normal setting, and there are fewer people who are 
frightened or resentful of his actions. Living in a hospital regime also 
safeguards the patient from committing acts that are criminal or seriously 
detrimental to the welfare of those around him. In one sense, the psy- 
chotic person does not really want to commit offenses that will later make 
him remorseful; but he needs help in avoiding such actions. Protection 
against suicide is another value of hospitalization. 

Ina hospital a patient has an opportunity to receive intensive study 
and treatment of a kind that is not available elsewhere, The medical 
studies made at the time of admission can be followed up by observation, 
by psychological tests, and by trials of various drugs to test their thera- 
peutic value. The ingestion of toxic substances such as bromides, alcohol, 
and the barbiturates can also be regulated or prevented. And, of course, 
the more radical therapies, such as brain surgery and insulin comas (17, 
Pp. 125-183), must be given under the conditions provided by a hospital. 
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It is better, of course, if the patient willingly agrees to enter the hos- 
pital. Sometimes this can be accomplished by pointing out his poor physi- 
cal condition and the need for improving it before other help can be 
given. Some patients react favorably to the idea that a period in the 
hospital will give them a chance to get away from many irritating de- 
mands and actions of their families. But there are a number of patients 
who are so resistant to the idea of entering a mental hospital that they 
must finally be forced to go. Since commitment to a public mental hospital 
deprives patients of many citizenship rights, it is understandably sur- 
rounded with legal restrictions. Court action and the testimony of a 
physician are usually required. This means that psychologists must work 
cooperatively with medical personnel in these cases. Restriction to a 
private hospital, though less complicated, also must be carried out by 
physicians. 

Alternatives to Individual Psychotherapy. Once the therapist has de- 
cided that the patient is not likely to require hospitalization, he must 
determine whether or not other therapies are likely to be preferable to 
psychotherapy. Sometimes, of course, it is a matter of deciding whether 
other therapies should be utilized along with psychotherapy. 

The first decision is whether or not the patient needs medical treatment. 
Some aspects of this problem were discussed in Chapter 7. Here we 


should point out that the therapist often asks patients about their last 
physical examination and requests them to vi 
another checkup. Even then, however, th 
disorders as petit mal, epilepsy, migraine, or endocrine dysfunction. 

In some instances, where an emotional problem is clearly present, 
medical treatment may be preferable to psychotherapy, at least for a time. 
Thus, depressed patients often benefit from electrocoma treatments and 
become more accessible to psychotherapy. Or acute panic states may need 
heavy sedation and rest immediately. 

Even though medical treatment is not required, that does not mean that 
the patient should receive intensive psychotherapy. In a few instances, 
the psychologist may conclude that the patient chiefly needs informa- 
tion, and he will suggest some reading (bibliotherapy). Books on mat- 
riage, child-rearing, or mental hygiene may be recommended. Such read- 
ing will not greatly change the patient, but it may serve to reassure him 
and even bring about some desirable attitude changes, Again, legal or 
financial questions may be pressing and may need to be dealt with prior 
to psychotherapy. The clinician may ask the patient to consult specialists 
in these matters. Some patients profit from information about social or 
recreational activities in the community. 


These superficial methods of dealing with 
Sometimes there are reasons for delaying indi 


sit their own physicians for 
e therapist must be alert to such 


problems can be helpful. 
vidual psychotherapy, even 
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though we may sense the deeper sources of a patient’s problem. A pa- 
tient’s job may make it difficult for him to visit a therapist regularly; or he 
may live far from centers where professional help is available. His current 
problems may seem to be temporary and not likely to warrant the time 
and expense of intensive psychological treatment. Occasionally, a patient 
is not motivated to undertake intensive treatment until he has tried to 
settle his problems by some of these superficial methods. 

Of course, a therapist who suggests measures of this kind will not 
propose them as roads to final solutions. Rather he will say that they 
are worth trying; if they fail, more intensive treatment should be started. 
The point is that the therapist should not neglect simple, common-sense 
approaches to some patients merely because he feels that most patients 
need deep psychotherapy. 


LEVELS OF PSYCHOTHERAPY 


Psychologists can do a number of things to help people, and these 
measures may be crudely classified according to the amount of effort de- 
voted to changing basic personality characteristics. Some kinds of help, 
although not aimed at bringing about personality change, are often quite 
useful. Remedial training in reading or vocational counseling are exam- 
ples. On the other hand, some people cannot benefit from such help until 
their emotional problems have been solved. Let us look at the kinds of 
psychological treatment that focus directly on emotional difficulties. 

. Counseling. The shortest and least intensive treatment may be called 

simple counseling,” Usually it is limited to six or eight interview sessions 
and centers on the particular stress situation that brought the client to 
the psychologist. The counselor encourages the client to talk fully about 
his problem and to express his feelings about it—a process sometimes 
called “ventilation.” The counselor does not encourage the client to ex- 
plore the relationship between the two of them, and he is not concerned 
about promoting insight into the client's repressed motives and feelings. 
He hopes that the client can reach a decision or accept his situation more 
comfortably in the friendly, undemanding atmosphere of the counseling 
interview. Most counselors give little advice, since the client has usually 
heard it before and has been unable to act upon it. 

Simple counseling can be helpful when people, previously happy and 
Productive, face a temporary difficulty. They may meet with loss of a 
job, with failure in professional school, with the death of a child or spouse, 
or with an unexpected marital conflict. If the client has been able to cope 
Well with his previous problems and if he is free from obvious neurotic 
Symptoms, simple counseling may help him through a trying time. 

This brief description of simple counseling does not show its intricacy. 
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It is not easy to help a failing student reach a decision to give up school, 
nor is it easy to lessen the discouragement of a man who has been fired 
from a job. Moreover, the counselor needs considerable diagnostic skill 
if he is to pick out those people who can profit from only a few interviews. 
Sometimes his aim will be to help a client realize that he needs intensive 
psychotherapy. This is a valuable service but is not easy to accomplish. 

Supportive Therapy. A somewhat more intensive treatment is sup- 
portive therapy.” Here the therapist assumes the role of continuing guide 
and counselor. He encourages free expression of feelings and does not 
expect that the therapy sessions will be devoted to one or two main 
problems. He may comment on the possible reasons why the patient acts 
as he does, and ask questions to make the patient reexamine the effect of 
his actions. The therapist attempts to be a kindly representative of social 
reality, reminding the patient of his unrealistic attitudes without scolding 
him, and revealing his resources without requiring perfection. He pro- 
vides a periodic retreat for the patient to examine his own life and re- 
orient himself. 

In supportive therapy, the therapist accepts limited goals. He does not 
try to explore deeply repressed parts of the personality, He hopes to keep 
the patient’s life situation from becoming worse, and to stabilize his 
earning capacity and his social relationships. He knows that certain kinds 
of crises will probably recur, and he makes no claim to be helping the 
patient achieve his maximum effectiveness and satisfaction. He does be- 
lieve that by occasional interviews over a long period his patient will be 
able to function better than he would without support. 

Supportive therapy will be chosen when the therapist believes that 
exploration of the patient’s repressions will provoke anxiety that the pa- 
tient cannot tolerate, or when more intensive therapy would disrupt his 
life too much. Sometimes he makes this judgment because of the attitudes 


and power of the people who have the most intimate contact with the 
patient, and who may be so rigi 


shy and socially withdrawn yo 
ventilate his feelings, he discov 


ses. In the face of these findings, he may 


g about an open psychosis- 
Consequently, he devotes his efforts to helping the pollen ‘cn his 


Individual Psychotherapy: Initial Steps and Aim 833 


social skills, to building his confidence by sympathetic understanding, and 
to explaining the attitudes of the patient’s associates and community. 

One of the risks in supportive therapy is that the patient may develop 
an excessive dependence on the therapist. It is undesirable to encourage 
patients to come to the therapist with every new problem they face or to 
judge themselves largely by what the therapist thinks of them. Yet sup- 
portive therapy may have these effects unless the therapist helps the 
patient see the value of independent action and gradually withdraws his 
Support. It may very well be, however, that some people need a kindly 
Supervision for years and that a forced independence would have un- 
fortunate consequences. If a therapist chooses a supportive role, he must 
recognize the risk of overdependence and be prepared to accept the 
responsibility it imposes. 

Insight Therapy. Under this heading we class all those forms of inten- 
sive individual therapy that aim at significant and lasting changes in 
Personality. Instead of being concerned about the immediate and specific 
problems in the patient's life, the therapist is concerned about those 
forces that make it difficult or impossible for the patient to deal with 
problems by himself. The therapist deals with attitudes, with motives, 
and with feelings that pervade many situations, and helps the patient to 
recognize and change them. An important part of this intensive treatment 
consists of analyzing the relationship that the patient establishes with the 
therapist, using insights gained from this experience to clarify other 
important relationships in the patient’s life. Because the next chapter will 
describe this kind of intensive therapy in more detail, we shall not discuss 
it further now. Instead we shall list some of the signs indicating that such 
treatment may be useful. 

In general, the various types of neurosis are improved by psychother- 
apy. It is useful also in psychosomatic disorders such as asthma, gastric 
ulcers, and some forms of high blood pressure, in which emotional distress 
aggravates the physical disorder. In addition, a number of people have 

ew specific neurotic symptoms but feel handicapped by being excessively 

Submissive, too dominant and overbearing, or by being cold and distant 
toward people; intensive psychotherapy may help them. Sometimes pa- 
tients want help because of an emotional crisis brought on by a sudden 
ain or loss of occupational status, by marital conflict, or by the death 
or a member of the family. After a few interviews, the therapist may see 
that the emotional crisis is only one resultant of a personality pattern that 
1S responsible for many other puzzling difficulties; as the patient comes to 
Tealize this fact, too, he may desire further psychotherapy. J 

There are a few signs that roughly indicate whether or not a patient 
will be a good therapeutic risk. One study suggests that intelligence is 
correlated with patients’ continuation in therapy (1). Quite probably, 
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direct-interview therapy will not turn out well for people who are below 
average in intelligence. In such cases, supportive guidance and changes 
in environmental pressures are more likely to help. 
Another study that suggests some indicators of a favorable outcome in 
psychotherapy has been reported by Barron (2). He used items from the 
Minnesota Multiphasic Personality Inventory to build a scale for pre- 
dicting improvement in psychotherapy. The scale was cross-validated 
and showed correlations of about .45 with rated improvement in psycho- 
therapy. Inspection of the items in his scale suggests that patients who 
improve are likely to have the following characteristics prior to beginning 
treatment: 
1. They report that they are generally in good health. 
2. They seem relatively free from seclusiveness and obsessional brood- 
ing. 
3 They appear to reject fundamentalist religious beliefs (e.g, in 
miracles) although they go to church. 
4, They are able to admit their impulses to go counter to some of the 
trivial dictates of conventional morality. 


5. They have not had “strange” or hallucinatory experiences. 


6. They feel able to cope with the ordinary problems of living. 
Apparently, Barron’s scale is measuring something like “ego-strength” or 
“capacity for personality integration.” 

Some other factors contributing to a favorable prognosis for psycho- 
therapy have been suggested by Rogers on the basis of clinical experi- 
ence (14). It seems that patients who are quite dependent upon their 
families and are subject to a high degree of control by them are not 
likely to benefit as much from therapy as those who are more independ- 
ent. This independence is probably related to another factor: the patient’s 
ability to initiate environmental changes. If therapy helps the patient 
arrive at some important decisions about his life, it is reasonable to sup- 
pose that his improvement is partially dependent upon his ability to act 
upon these decisions. If, for example, the patient’s circumstances hinder 
him from changing residence or occupation, therapy cannot produce 
maximum benefits for him. This factor, along with physiological decline 
and insecurity about giving up old ways, will contribute to an unfavorable 
prognosis in some people over fifty-five or sixty years old. 

We do not mean to imply that therapists should refuse help to people 
who do not fit the pattern of favorable Prognostic indicators, There are 
too many other variables that may influence outcomes so that we cannot 
be sure that a given patient will or will not improve. We do not really 
know much, for example, about the possible influence of the therapist’s 
personality and method. Perhaps patients who do not improve with one 
therapist would do better with another. Then too, we know little about 
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the effects of various kinds of environmental support on therapeutic 
success. It may be that finances or family attitudes toward therapy play 
a critical role in the improvement of some patients. We may guess that 
an optimal environmental situation would be one which frustrates the 
patient sufficiently to motivate him to do the work of therapy without 
placing almost insurmountable obstacles in his path. In many instances, 
intensive psychotherapy is worth a try, but we must remember that other 
measures may be needed too.* 


THE EFFECT OF DIAGNOSTIC PROCEDURES ON THERAPY 


Traditionally, the diagnosis of a patient's difficulties takes place before 
any program of treatment begins. Commonly this diagnostic work in- 
cludes a detailed case history, a physical examination, and psychological 
testing. In clinics where the patients usually have problems that are 
clearly psychological, the physical examination may be omitted (as in 
marital-counseling agencies). In hospitals, on the other hand, a physical 
examination is a routine necessity. It will be supplemented by direct 
observation of the patient’s behavior for a short period. In private prac- 
tice, however, the therapist may use only the scantiest of formal diag- 
nostic procedures. 

Although the custom ‘of carrying out diagnostic procedures before 
beginning treatment is widely approved, it may not always be necessary 
or even desirable. Let us first consider the necessity for diagnostic proce- 
dures, 

Diagnosis and Choice of Treatment. Any diagnostic method ought to 
be judged in terms of its consequences. Will the findings significantly 
alter the method of treatment? In the case of deciding whether physical 
or psychological treatment is preferable, the answer to this question is 
clearly yes. But after the physical factors have been evaluated, are elab- 
orate diagnostic methods needed in order to determine whether psycho- 
therapy should be started? The answer to this question is often no. In 
Most instances, psychological tests and a detailed case history cannot 
really tell us whether the patient is a good therapeutic risk. The indicators 
of a favorable prognosis that we have discussed are only rough guides, 
but they can usually be discovered without tests or systematic question- 
ing. Actually, an unstructured, permissive interview will reveal a great 

eal about the patient’s ability and motivation to use psychotherapy, and 

1A recent study gives evidence that different socioeconomic classes have different 
attitudes toward psychotherapy (13). Patients coming from the unskilled and semi- 
skilled Occupations and having poor educational backgrounds do not understan 
what the psychotherapist is trying to do. They are prone to regard the therapist as an 


authority who should tell them what to do. Perhaps supp^rtive therapy is more 
elective for these patients than the uncovering, insight therapy. 
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it has the additional advantage of starting to build the therapeutic rela- 
tionship. 

One of the few studies of the consequences of detailed diagnosis has 
been reported by Dailey (4). He was interested in the effect of clinical 
diagnostic reports on the clinician’s choice of treatment. In the hospital 
where the study was conducted, Dailey found that there were thirty-two 
decisions possible as to treatments for patients. He gave clinicians a list 
of these decisions and asked them to indicate the treatments they would 
recommend for the average or typical patient admitted to the hospital. 
The next step was to let the clinicians read diagnostic case reports on 
nine actual patients. The clinicians were then asked to indicate their 
choice of treatment for each of these patients. Dailey found that, for the 
average patient, certain treatments were very commonly recommended; 
occupational therapy and group therapy are examples. The effect of 
reading actual case reports was to change only about a fourth of the 
recommendations that would have been made if these nine patients had 
been treated as “average.” This finding suggests that, even in a hospital 
setting, case data have little influence on choice of treatment. Of course, 
we do not know how important the few altered decisions were. Even 
though there were not many, they could be crucial for the patient's 
well-being. 

Closely related to choice of treatment is the matter of forecasting risks 
that may arise in the course of treatment. As an illustration, we may take 
the Possibility of suicide. Therapists would like to estimate the prob- 
ability that a given patient will make a suicidal attempt. If such an at- 
tempt is predicted, relatives should be warned of the possibility, and 
perhaps the patient should be admitted to a hospital. The trouble is that 
detailed studies do not help us much in making this kind of prediction. 
We know that the danger of suicide is greater if the patient is depressed, 
if there have been previous suicidal episodes, or if a long period of dis- 
couragement has led to frequent suicidal thoughts. But elaborate case 
studies are not required to discover this kind of information; it can be 
elicited in therapeutic interviews, Perhaps projective tests can assist in 
making these predictions, but evidence of their value in this respect is 
still weak. 


Diagnosis and the Conduct of Psychotherapy. Some therapists want 
extensive preliminary psychological studies because they feel that the 


psychological data will help determine the strate i 
That is, even though they have decided to offer ca p 
they believe that the tests will influence the technique they use. Whether 
this is true or not is open to question, 

In the first place, it does not seem that knowin: 


the dia tic label of 
the patient aids psychotherapy. Patterson 8 gnostic labe 


(11) has pointed out that our 
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traditional diagnostic categories are not really based on differences in 
the underlying causes of different neuroses and that there are no specific 
therapies for specific kinds of neurotic disorders. We may expect to find 
certain distinctive difficulties in the treatment of, say, obsessives, but that 
fact probably does not change our therapeutic approach. 

In the second place, even if knowledge of the psychodynamics of the 
patient alters what we do in therapy, we may doubt whether preliminary 
testing affords the most accurate and useful knowledge. The events tak- 
ing place in the therapy sessions are better guides for the therapist's 
activity than an abstract account of the patient’s personality given by 
tests and case history. Some therapeutic methods do not even conceive 
of the therapist as “planning the strategy and tactics” of therapy. For 
example, client-centered therapists see their task as one of communicating 
understanding and acceptance to the patient. They would use the same 
approach no matter what psychological study revealed about the patient. 

Possible Effects of Preliminary Psychological Diagnostic Procedures. 
When patients come to a clinic, they are not likely to see the point of the 
various preliminary steps. They want help, and hope that they will get it 
quickly. The intake interview, the psychological tests, and the initial 
therapeutic session are not sharply different for them, and they may be 
baffled when they find themselves referred to several different specialists 
within a few days or weeks. As they meet each new clinician, they must 
be asking: “Is this the one who will help me?” Even when the various 
diagnostic steps are carried out by the same person, the patient tries to 
utilize whatever he can from them, hoping that the clinician has at last 
found something that will help. 

These preliminary steps may create or foster a misconception about 
psychotherapy. The misconception is that “the doctor will find out about 
you and then tell you what to do.” Because many therapists believe that 
the patient’s willingness to assume responsibility for his own psycho- 
logical growth is a crucial matter, they do not like to strengthen the be- 
lief that they are taking responsibility for the patient's decisions. Rogers 
remarks about the reaction of the patient to an initial history-taking: 
- . . he expects to receive the solutions to his problems. Any effort to 
get him to take the responsibility for his own situation, to try to find the 
type of adjustment which is realistic and within his own powers, must 
necessarily be interpreted by him as a deliberate refusal on the part of 
the counselor to tell him the answers” (14, pp- 81 f). When the patient 
feels this way, the counselor may seem to be a threatening figure, capable 
of manipulating the patient by using secret information. Thus, therapy 

€comes more difficult. L 

Some patients, of course, may be reassured by the competence and in- 

terest demonstrated by painstaking diagnostic studies. The tests may be 
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proof that the therapist will leave nothing undone to help them. The 
chances are, however, that this kind of reassurance can be given equally 
well by considerate listening. 

One of the chief values of detailed psychological diagnosis may lie in 
its effect upon the therapist’s anxiety. If he believes he understands a 
case before starting treatment, he may feel more comfortable than if he 
faces the patient in utter ignorance of him. Then, his own confidence may 
aid effective therapy, even though he never paid any attention to the 
diagnostic formulation. For the beginning therapist, case data may be 
helpful in this way. With experience, however, therapists will find that 
they can usually learn most of what they need to know during the course 
of therapeutic interviews, 

Diagnosis during Therapy. If we want to kee 
interfering with the therapeutic relationship, we need to look at the whole 
problem in a new way. In the first place, we should realize that diagnosis 
is going on throughout therapy. The therapist is always acquiring in- 
formation about the meaning and severity of the patient’s symptoms, and 
he is in a good position to notice tendencies and changes in the patient’s 
behavior. The fact that he is engaged in therapy does not diminish his 


sensitivity to underlying motives, Actually, he is likely to be more aware 
of them. 


Secondly, if special tests are neede 
during the therapeutic process. After th 


p diagnostic activity from 


ing a standard, routine 


battery for all patients, 
he selects tests that will clarify specific problems. 


Generally, of course, it 


on the therapist's own 
interpretations, 


Problem 1. In some clinics, psychologists wish to gather test data for 
research purposes. They need routinely to test all patients who are 
treated. How can this testing be carried out so as to gain the patients’ 
cooperation and not convey the impression that the patients’ part in 


therapy is to accept passively the advice of experts? How should the 
testing be explained to patients? 


THE GOALS OF PSYCHOTHERAPY 


At the beginning of therapy, the patient’s aims are 


clear and straight- 
forward: he wants to get rid of whatever distress þ 


rought him to the 
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therapist. He may have anxiety attacks, compulsive habits, sexual im- 
potence, fear of small rooms, insomnia, or excessive indecision. He is 
likely to think of therapy as a way of getting rid of these handicaps with- 
out affecting the rest of his life. Often, he expects that the therapist will 
give some advice or prescribe a course of action that will remove the 
symptom. . 

The therapist, however, sees the matter differently. Because of his 
training and experience, he believes that the patient’s complaints are only 
signs of more pervasive trouble. The symptoms are, presumably, neces- 
sary outcomes of difficulties in the integration or reconciliation of various 
needs and wants. If the distressing symptoms are to be permanently de- 
stroyed, the underlying causes must be removed. Consequently, he is in- 
clined to formulate the goal of therapy more broadly than the patient. 
He thinks in terms of personality change instead of symptom removal. 

This difference in viewpoint could seriously interfere with therapy if it 
were openly expressed in the early interviews. Most patients are not 
ready to hear that their personalities must be reconstructed; that is a 
frightening prospect to some and a completely irrelevant aim to others. 
If the therapist holds his tongue, however, the patient will soon learn 
from his own explorations that his symptoms are related to attitudes and 
behavior that once seemed irrelevant. He will discover that a phobia, for 
instance, is somehow connected with a mistrust of his family. Moreover, 
as therapy goes on, he will find that he wants more than mere relief from 
his symptoms. 

One patient, initially hoping to get rid of disturbing sexual thoughts, 
may later search for a sense of independence; another, worried about his 
lack of achievement, may eventually become more interested in warm 
relationships with others. As the patient begins to seek positive satisfac- 
tions instead of relief, he feels the need to change his life more than he 
had originally expected. 

Therapists, however, should not lose sight of the fact that symptom re- 
moval is an important aim of psychotherapy. Sometimes a patient im- 
proves in many ways but still has the symptom that brought him to the 
therapist, Then the therapist may decide that his task is to help the 
patient learn to live comfortably with the symptom—to “accept it. F or 
example, a woman began psychotherapy because of a peculiar catch 
or break in her voice at certain times. After a year of treatment, or 
Symptom was still present despite the fact that her self-confidence E 
her relations with others had vastly improved. At this point, the therapis 
took the position that, since the patient was getting so many real = 
actions, the voice break was not a serious barrier to her happiness an À 
could be overlooked. This kind of attitude is defeatist, and such treatmen 


Probably ought not to be called therapy (3, pp. 230-232). One of the goals 


340 Clinical Psychology: The Study of Persons 


of psychotherapy must be the removal of symptoms due to psychological 
factors. 

Normality as the Goal of Therapy. We have pointed out that symptom 
removal on any lasting basis usually requires personality changes, i.e., 
changes in the pattern of motives, feelings, attitudes, and behavior of the 
patient. We must then ask: What is the desired end-state? What kind of 
outcome is wanted? One way of answering this is to say that the patient 
should have the “normal” motives and attitudes. And these normal char- 
acteristics are implicitly defined as the “usual” ones. Such an answer is a 
statistical one: the goal of therapy is to help the patient become more like 
the modal or the average person. The objection to this answer is twofold: 
it takes the already existing state of public psychological adjustment as 
the desirable one, and it assumes that we know, or can find out, the 
amount of sexuality, hostility, dependency, and so on that characterizes 
the modal person. Actually, our complex society contains many kinds of 
modal people depending upon the stratum and locality studied. (Perhaps 
among some occupational groups the modal person has ulcers!) 

Another, more subtle version of this answer is that normality can be 
defined in terms of the cultural norms or ideals. Therapists are to move 
patients toward a better approximation of what society regards as desir- 
able. In practice, this would mean that the therapist would try to get his 
patients to be ambitious, monogamous, religious, patriotic, ete, That is, 
he would attempt to finish the socializing task started by the family and 
the school. The trouble is that many patients with distressing symptoms 
are already normal in this sense; in fact, their symptoms may be due to 
their anxiety about deviating from the cultural ideal, F urthermore, in a 
heterogeneous society like our own there is no clear and single cultural 
ideal, despite the contrary belief held by many patients, 

Probably no therapist openly advocates the conceptions of the thera- 
peutic goal we have just stated. But so 


me definitely aim toward getting 
the patient to conform to certain religious or ethical standards, They seek, 
unwittingly perhaps, to preserve a marriage, to encourage continued em- 


ployment, to stimulate good citizenship, whether or not these goals are 
announced or accepted by the patient. Doubtless a skilled therapist can 
guide a patient toward such goals; but there is a serious question whether 
such guidance will effectively reduce the patient's distress and confusion 
in the long run. Not only that, such guidance may alienate patients sO 
that they discontinue treatment. If they feel unable to live Gite what is 
expected of them, they may become more discouraged and self-devalu- 
ing. 

Problem 2. One published re 
deals with an ethical problem i 
patient was a forty-year-old wo 


port of a case treated by psychotherapy 
n the initial interview (6, pp. 82£). The 
man who complained of feeling depressed. 
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In the first interview she told how she planned to pay for treatment by 
stealing money from her housekeeping funds. She didn’t want to go to 
her husband for the treatment fees nor to tell him that she was being 
treated, The therapist’s supervisor describes this plan as an “immoral pro- 
posal,” and insists that the husband must be told of the treatment. At the 
end of the first session the therapist did, in fact, tell the patient that he 
could not continue the treatment unless she told her husband. In the 
light of this information answer the following questions. 

1. What is your guess as to the way the patient felt about the thera- 
pist’s stipulation that he would not treat her unless she told her husband? 

2. Would the therapist’s stipulation be more likely to strengthen the 
desire for treatment or to weaken it? Why? 

3. What effect would the therapist’s action have on the patient's will- 
ingness to share her thoughts and feelings freely with the therapist? 

4. What motives probably prompted the patient to conceal her psy- 
chotherapy from her husband? Can you make any inferences about her 
relationship with him from her deception? 

5. Is it possible that the patient would like to feel free to tell her hus- 
band about her therapy? If so, on what basis did you infer this? 

6. What speculations can you make about the therapist’s motives for 
making his stipulation? 

Psychological Health as the Goal of Therapy. Sometimes the idea of 
healthy functioning is substituted for the concept of normality in defining 
the goal of therapy. This kind of thinking originated in a somewhat 
dubious analogy between “physical” health and “mental” health. Pre- 
sumably the “mind” is capable of functioning in a certain way if it is 
undisturbed, just as the body will function in health. If the mind is not 
functioning this way, it is “ill” or “diseased.” The “disease” concept is not 
a very useful one, however, in dealing with psychological problems (10). 
It seems now, in the light of studies of psychologists and cultural anthro- 
pologists, that what was called “mental” is profoundly shaped, even cre- 
ated, by culture patterns as transmitted through family groups. Hallu- 
cinations, a sign of mental illness in our culture, seem to be “healthy” in 
Some other cultures. 

Actually, neurosis does not seem to be an illness with a definite causa- 
tive agent, with a specifiable course, and with a possible “cure.” It is 
better described as a way of living that brings emotional misery. And this 


Way of living depends upon attitudes, emotional responses, and assump- 


tions that l d as a result of the patient’s sp ecific life 
at were gradually learned as not sharply differentiate 


circumstances. This description, of course, does ; 
neurotic people from nonneurotic ones. Both have acquired ag 
and motives that result in certain ways of living. The crucial aia 
between them is in the degree of satisfaction that they obtain from 
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ways of living. If you accept this viewpoint, then you will see that the 
goal of therapy can be to increase the neurotic’s ability to find satisfac- 
tions in living, not to “cure an illness.” 

Increased Satisfaction as the Goal of Therapy. If we think of the goal 
of therapy as helping the patient find more satisfaction, we approach 
psychological treatment with a completely different yardstick for deter- 
mining improvement. Instead of imposing an external standard on the 
patient, we can use his own feelings as a standard. Our criterion of ade- 
quate psychological functioning is autonomous—derived from the patient 
instead of from an average, a cultural ideal, or a psychological ideal. 
This way of looking at therapy has a number of advantages, 

If the therapist sees his task as increasing the patient’s ability to get 
satisfactions from living, he is not committed to evaluate the patient 
against any given ethical code or currently fashionable ideal. Thus, he 
has nothing to defend or justify to the patient in this respect—he repre- 
sents no special interest group. This clears the ground of many potential 
differences between patient and therapist that could lead to unproduc- 
tive arguments. It does not mean, of course, that the therapist is amoral 


or without conceptions of the ideal person; it simply means that he is not 
prepared to use his own conception 


Once the patient realizes that th 


ing thoughts and impulses, 
Another consequence of this notion of the therapeutic goal is that the 
responsibility for choices obviously lies with the patient, While the 


therapist is always willing to explore the possible consequences of a deci- 
sion and the patient’s feeling about it, he will not s 
of action should or should not be foll 
the satisfaction, of a course of actio 


s marriage, his aspira- 
to a happy outcome 
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must be created in the act of making the choice: a sense that “this is what 
I really want and will forgo the other to get it.” 

One of the clearest and most challenging statements of the view that 
the therapist must not evaluate the patient’s search for satisfaction by 
external standards has been made by Rogers (15). He asks whether the 
therapist is completely willing for the patient to direct his own life: 


Is he willing for him to choose goals that are social or antisocial, moral or im- 
moral? If not, it seems doubtful that therapy will be a profound experience 
for the client. Even more difficult, is he willing for the client to choose regres- 
Sion rather than growth or maturity? to choose neuroticism rather than mental 
health? to choose to reject help rather than accept it? to choose death rather 
than life? To me it appears that only as the therapist is completely willing that 
any outcome, any direction, may be chosen—only then does he realize the vital 
Strength of the capacity and potentiality of the individual for constructive 
action (15, p. 48). 

: Perhaps you wonder whether defining the goal of therapy as increas- 
ing the satisfaction of the patient could result in antisocial, selfish peo- 
ple? After all, a person could apparently get the most satisfaction by 
doing whatever he wanted without regard for others. That would be 
true if actions did not have social consequences. But many actions do 
have social consequences that affect the satisfactions of the individual. 
We can alienate others so that they will not cooperate in giving us what 
we want; or we can stimulate others to help. We must not overlook 
the fact that some of the satisfactions we want involve the friendliness 
Or attentiveness of others. Such motives may vary in strength from per- 
Son to person but they are part of the total set of forces that determine 


action, Taking account of the feelings and possible actions of others, 


en, is necessary in so far as they can give satisfaction: affection, help, 


stimulation, attention, money, jobs, and so on. o, 

One final point needs emphasis. It is not the therapist’s goal to pro- 
Vide satisfactions for the patient; that could be done only for the dura- 
tion of the therapy. The fundamental task is to help the patient acquire 

e means for obtaining his own satisfactions. Then, after therapy is 
finished, the patient is better able to cope with the social environment 
around him. He is not a contented, completely satisfied person; rather, 
Ne is free of important inner obstacles that have interfered with his 


ability to choose and to obtain what he wants. 


PSYCHOLOGICAL OBSTACLES TO OBTAINING SATISFACTION 
what he wants more effectively is not 


Helpi : et 
ping the patient learn wE ance, to drive a car, to 


a matter of teaching him new skills, Learning to d 
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converse, or to dress attractively may be desirable acquisitions for some 
patients; but they are not hard to come by, once the patient sees their 
relevance to his life and does not fear them. People can usually prescribe 
such things for themselves if they know what they want. Therapists are 
concerned about removing the obstacles that prevent patients from learn- 
ing new ways of doing things or from seeing the need for new learning. 

There are many ways of describing the reasons for neurotic inability 
to get satisfaction from living. Neurotics are said to be inflexible, to 
use inappropriate defense mechanisms, to be emotionally immature, to 
have insatiable demands, and so on. Here, we shall describe the neurotic’s 
handicaps under three headings: insensitivity, inadequate forecasting, 
and anxiety-proneness. These three kinds of handicaps are interrelated 
and indicate the kind of work that must be done in therapy. 

Neurotic Insensitivity. One of the most important characteristics of 
neurotic people is that they are unaware of significant motivational and 
emotional processes within them. They do not know some of their own 
desires and feelings. These unconscious processes affect the actions of 
the neurotic person, even though he does not know about them. Conse- 
quently, he is surprised or puzzled by some of the things he does, and 
feels that his actions are not under his own control. Also, as Kubie points 
out, behavior determined by unconscious forces is relatively unaffected 
by reasonable arguments or by rewards and punishments (9, p. 14). 
Finally, such behavior is not likely to reduce motivational tensions very 
well because the neurotic cannot use his knowledge to get satisfactions 
for wants that are unknown. 

This lack of sensitivity to inner processes can be described in a num- 
ber of ways. Traditional psychoanalytic terminology calls it “repression.” 
Rogers refers to it by saying that “the organism denies to awareness 
significant sensory and visceral experiences, which consequently are not 
symbolized and organized into the gestalt of the self-structure” (15, p- 
510). Dollard and Miller think of it as an inability to label drives or feel- 
ings correctly (7, Chap. XII). We should also remember another point: 
the repressive process itself is automatic and unknown. That is, the 
neurotic does not know (a) what is repressed, and (b) when repression 
is taking place. 

The failure to discriminate, to label, or to be aware of inner bodily 
events is usually matched by insensitivity to some external events, These 
events are usually the actions of people. Thus, a person may fail to 
hear the sharp, aggressive tone in the voice of another just as he over- 
looks the same quality in his own voice. Or he may see and react to only 
one part of another's action and neglect the rest of it. Some people 
actually do not look at others well enough to note changes in facial 
expression; careful study shows that their visual contact with others is 
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maintained by intermittent, rapid glances. This kind of behavior yields 
inadequate data so that a person’s fixed opinions about other people are 
not given the chance to change. 

One of the specific tasks of the therapist, then, is to “make the uncon- 
scious conscious,” to promote awareness, Or to restore the ability to 
label inner processes accurately. Success in this task will decrease the 
puzzlement of the patient, restore some sense of choice, and enable him 
to bring his intellectual resources into the service of his wants. 

Inadequate Forecasting. To some extent, our actions depend upon the 
consequences we think they will have. We imagine or assume that our 
gifts will elicit thanks and that arriving home late for dinner will bring 
criticism. These assumptions are not always present as subvocal sen- 
tences or as images. Mostly they are “built into our behavior,” so that 
we act upon them without really making them explicit. In driving, for 
instance, we stop at a red traffic signal without saying to ourselves that 
We are avoiding arrest or a serious accident. There is no reason, under 
ordinary circumstances, for us to examine the forecasts that are embodied 
in our acts; they turn out to be correct often enough that we need not 
question them. But when we fail to solve problems, i.e., fail to discover 
how to satisfy our wants, we need to reexamine the assumptions we are 
using. It may be that we are disappointed because we learned wrong 
assumptions about interpersonal relations. d 

During childhood, we learn that parents and other powerful adults will 
react in predictable ways to our actions. We gradually find out what 
pleases, what annoys, what pacifies, and what shocks. These discoveries 
serve as a basis for our forecasts about the social consequences of our 
behavior. As long as parents continue to react in the expected way, we 
can avoid trouble fairly well and still manage to extract whatever satis- 
factions are available. Two complications arise, however, that make 
many of these childhood social assumptions inadequate. j ; 

In the first place, as children grow, they develop more intellectua 
and physical resources. They can calculate the potential dangers and 
advantages in various courses of action for themselves, and increased 
Strength and skill make a wide range of independent action possible. 
For example, the growing ability to establish new social relation aibs 
or the increasing opportunity to earn money make the adolescent a 
dependent upon parents than he was a few years earlier. The ae 2 
importance of basing actions upon the expected reactions © pare: 

minishes greatly. : 

Secondly. the E of parents are in many ways unlike those of 
other people. What they will praise or condemn is often a poor oe 
of what others will praise or condemn. Furthermore, their sean 
the child is determined in part by their responsibility for himi an 
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view of him as a public representative of the family. But other people 
in the social environment react to the growing child on an entirely dif- 
ferent basis; this is even more true when he has become an adult. Fail- 
ure to realize these facts leaves the old social assumptions unaltered. 

If the adult continues to forecast that the social consequences of his 
behavior will be about the same as those he discovered in childhood, he 
will make many mistakes. Instead of being loved for servility and lack 
of self-assertion, he is avoided as a kind of pathetic object. Instead of 
getting attention for irritability and temper, he gets social isolation. 
Instead of being praised for meticulousness and perfectionism, he is 
regarded as slow, rigid, and lacking in spontaneity. These changed con- 
sequences do not alter the neurotic’s forecasts, however, for he does not 
see the connection between his action and the results he gets. The rules 
he goes by are unexamined for the most part, and even when examined 
they seem obvious and right to him. If other people do not behave in 
accordance with his assumptions, he thinks there is probably something 
wrong with them. Thus, if he believes that only great effort deserves 
praise, he cannot feel the sincerity of praise given to him for something 
he has done easily. 

One effect of these automatic forecasts is that the neurotic often re- 
stricts his behavior unnecessarily. Then he has no chance to learn that 
the assumed painful outcomes of certain actions will not always occur. 
If he assumes that refusal will nearly always follow open requests for 
help, he will not ask openly. He deprives himself of help that would 
sometimes be willingly given. Or he may cling to a childhood assumption 
that failure to obey another always results in loss of the other person’s 
affection. Not wanting to lose affection, he is carefully obedient. Thus 
he has no way of finding out that some people do not require obedience 
as a condition of affection. In fact, he may discover that, in some in- 
stances, his obedience does not guarantee continued affection—an out- 
come that increases his bewilderment. 

An important task for the therapist, then, is to help the patient make 
his social forecasting explicit. He will also try to create a situation in 
which the patient can actually experience the fact that the assumed 
consequences of his behavior do not always occur. And finally, he hopes 
to develop a relationship in which the patient feels secure enough to 
try out new assumptions. The new forecasts will take more account of 
concrete circumstances and of his adult status. 

Anxiety-proneness. Since the early work of Freud, it has been increas- 
ingly clear that anxiety is one of the most important features of neurosis. 
We do not mean that all neurotics are anxious; many are fairly calm 
people, But the neurotic person is continually engaged in a struggle to 
control or decrease anxiety. And the ways he uses to control it seriously 
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interfere with his ability to get satisfactions for many important wants 
or desires. 

To understand the role of anxiety in neurotic behavior, we must realize 
that it is not only a feeling, but it is also a drive (7, pp. 190 f). Like 
other physiological drives, it involves bodily changes leading to height- 
ened, restless activity and searching for relief. Apparently, the anxiety 
drive can be readily conditioned to a wide variety of stimuli, including 
our own thoughts. Furthermore, it tends to resist extinction (19). Once 
an event or object has become an anxiety-arouser, it is hard to diminish 
its potency. 

One of the most effective ways to relieve anxiety is to get away from 
the anxiety-producing situation (withdrawal behavior). But we can also 
prevent anxiety from being aroused by staying away from anxiety- 
producing situations (avoidance behavior). If, then, awareness of our 
own impulses has become a source of anxiety, we can stay comfortable 
by avoiding the awareness (whether it is labeling, imaging, or some 
other kind of discriminative response). This avoidance results in what 
we have called insensitivity to our own inner processes. It is repression. 

The neurotic suffers from repression because he has learned to be 
anxious when he knows that certain motives are present. He is “bad,” 
that is, anxious, if he feels sexy, aggressive, status-hungry, or lazy. He 
is bad if he wants to get his own way or to indulge himself. In order 
to avoid the constant self-devaluation that would occur if he knew these 
wants, he represses them. Not knowing what he wants, he cannot satisfy 
them effectively, He wins comfort in one way while losing it in many 
other ways. 


Anxiety is also connected with what we call inadequate forecasting. 


Even when the neurotic person knows what he wants or what he feels, 
he is prevented from expressing it because he forecasts disapproval or 
Social rejection. It is true, of course, that unfortunate consequences do 
Occur if certain wants or feelings are expressed in words or actions in 
some social situations. But the neurotic is anxious about expressing H 
in any situation. He neglects those aspects of a social situation that wank 
enable him to differentiate between appropriate and ieee inal 
Pression. Thus, he often loses the chance of getting his known desire 
satisfied, 

We can see, then, that another therape 
the patient’s anxiety about awareness an 
Wants and feelings. As the patient becomes less } TER 
more likely to find out what he wants and to take appropriate m T 
to get it. Since he has many wants, and they are not always an ae 

© must also learn how to integrate them for maximum rae srs 
must find out not only what he wants but how intensely © 


utic task consists of reducing 


d about communicating his 
anxious, he becomes 
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Then he will be able to act reasonably, not irrationally. As Dewey puts 
it: “. . . reasonableness is in fact a quality of an effective relationship 
among desires rather than a thing opposed to desire. It signifies the order, 
perspective, proportion which is achieved ... out of a diversity of 
earlier incompatible preferences” (5, p. 194). 

Problem 8. The following transcript is taken from a recording of the 
initial interview with a thirty-five-year-old man. He had been referred 
to the therapist by a vocational counselor. After the patient was seated, 


the therapist spoke: 


T: I wonder if you'd give me a little background on the problem that you 
and Miss were discussing and so forth. 

P: Well, I’m not sure. I plan to change jobs. I’m with a company now that I 
don’t think is quite right for me and there’s an individual who is my supe- 
rior that is most difficult not only with me, but with others, so that I feel 
that perhaps it would be best to change. So I went to her with the idea 
of taking a complete series of tests to find out where I best fitted. You 
see, during the, for ten years I was with the X Company, which is an 
excellent company, and during the war years I took the place of a veteran. 
And when he returned, they didn’t give him his job back immediately 
as they did the other boys. They let us share responsibility, which was 
wrong, because he felt that I had usurped his job. They transferred me 
then to . . . doing strictly accounting work, which I’m not suited for I've 
found. And I developed a very bad attitude and didn’t know quite what 
was wrong. I almost had what I felt was a nervous breakdown. And, uh, 
so they, they eventually, then, too, I had an overpowering ambition to be 
somebody or to be a manager of some sort, and I told them that. And I 
think they felt that my, I was reaching for something which wasn’t avail- 
able in their company and they discharged me, which was a great surprise 
to me because my work over a period of years had been most satisfactory. 
I’m pretty sure of that. The personnel manager said when I left that he 
felt that it was for my own good. In other words, that I'd be a better man 
for the experience. So that I went out then and sought this job with this 
other company, and I am an office manager now. A relatively small com- 
pany. And, but I find that I have an emotional anxiety and it evidently 
came out in these tests. She said that I have a maladjustment, a personality 
maladjustment. And she says it’s a sex maladjustment which was more or 
less a surprise to me. My relationships have been none other than with 
my wife in a sex act way. I’ve been married more or less happily for years. 
Two children. Own my own home. Although it isn’t surprising that she 
told me I had a maladjustment of some sort because I, I am in a, a state of 
anxiety. 

T: Can you describe that a little bit to me? . 

P: Yeah. Now, last night I went home, course it’s the end of the week, and I 
live under more or less of a tyrant boss. He’s noted for it and during the 
war he had a constant turnover, because people can’t take it. But if, if I 
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were strong enough mentally to know him as he is, certainly, I, I could 
be able to take that. But anyway I came home last night, and it’s been 
pretty much all work. Work at the office and work at home. And, and you 
feel like you're on a merry-go-round, you know, quite a few people do, 
I mean. And, gosh, before I sat down to dinner, I went upstairs, and I 
broke down crying. I felt that things were too much for me. I was ex- 
hausted. You know, I don’t know quite what's eating me. There’s a bug 
eating me. I don’t quite know what it is. 

T: In other words, you cried because you felt all upse’ 
you, but you didn’t know the exact reason for it. 

P: I don’t know the reason, yes. There’s an overpowering, you see, I’ve pushed 
me, I think what I need is a little change. Now last night we went to the 
movie. We haven’t done that recently. And Sunday, my folks are going 
to take the two children and just my wife and I are going out. I think 
that'll do me a world of good. I think I'll go back Monday morning, and to 
all appearances I'll be perfectly happy, a normal and adjusted individual 
[laughs]. But the same thing will re-occur because it has in the past. Now 
I’ve had rather a tough time. I was fired from this job. It was a great shock. 
I mean, it really hit me hard. 

T: Yeah. 

P: ’Cause I thought that was the company I was going to stay with till I died. 
[Portion omitted] The thing that bothers me a little bit is that I’m very 
meticulous, and I, I’m a little slow. And, according to the counselor I have 
ability and I’m not, I wondered whether I was subnormal or something. 
I have ability but she feels that there’s an adjustment there that keeps me 
from doing my best. She gave me this ink-blot test, and from those she says 
I have a sex maladjustment. Now, here I am complaining about my work 


situation, I haven’t said anything about sex. 


t and a lot of strain on 


any sex maladjustment 


T: Well, but isn’t it actually true that you don’t feel 
P yourself? 
bic that’s true. Except this, that now she’s told me that, I kind of think 
ack 
T: Yeak you know. 
P what, uh, it is true that I, uh, I look at 


; And search my own mind as to 
girls on the street, I get a great amount 
you see a sweater girl, why I'm very mu 
even when I’m with my wife, you know, ta 
(laughs). I, I have no illicit relationships at al 
women, I like to dance, and I like to, I suppose Tm, 
to the extent that I like to dance close. But there’s no going out with other 
girls at all. I guess maybe there’s a subconscious desire maybe to do that. 
But I’m restricted from it because of my marriage, I don’t know. 

lL. Does this patient have a persisting maladjustment or is his difficulty 
ue mainly to the stress of his present situation? Support your answer. 

2. What indications are there that this patient is suitable for psy- 
chotherapy? 


of interest and pleasure out of, 
ch interested, that is, J mean, 
ke a great deal of joy in that 
l. And I love to be with other 
I, Im oversexed 
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8. Leaving aside the judgment of the vocational counselor, does this 
patient really seem to have a sexual problem? Explain your answer. 
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CHAPTER 13 


Psychotherapeutic Methods 


Most people, hearing about psychotherapy for the first time, find the 
whole notion somewhat mysterious. “How,” they want to know, “can 
simply talking about your problems help you?” They will admit that 
a frank discussion of disturbing emotions can bring temporary relief: 

Getting something out of your system makes you feel better.” But they 
correctly realize that this does not bring lasting improvement. 

At a more sophisticated level, people think that psychotherapy works 
because the patient finds the origins of his problems. By exploring his 
developmental history, he can learn how he came to have the feelings and 
attitudes, the symptoms and fears that now distress him. At the same time, 
people who accept this point of view are puzzled as to how knowledge 
of causes can bring about changes. And it does seem unlikely, in fact, that 
merely knowing how we learned to fear something will substantially 
decrease the fear. 

Psychotherapists today are not inclined to stress the importance of 
talk in helping people change. True, speech is necessary to communi- 
cate and to direct attention to certain psychological processes. But 
therapeutic sessions are more than talk. They involve the emotions of 
both therapist and patient, and they involve efforts by the patient to 
stimulate or to manipulate the therapist in his characteristic way. Here, 
in the realm of emotional experience and interpersonal behavior, is the 
°pportunity for relearning to take place. Therapy is not simply a matter 
ot giving the patient an outlet nor of getting him to understand child- 

ood origins of difficulties; it is a matter of arranging circumstances so 
that he can unlearn inappropriate feelings, attitudes, and assumptions 
and acquire new, more satisfying ones. Therapy is, as Alexander and 
French (1) put it, a corrective emotional experience. 

: Therapists, then, have as their immediate aim the construction of @ 
Situation where the patient can have experiences that are novel and 
illuminating, It must permit him to become aware of his typical response 
and also to try out new ways of looking at himself and at his relation- 


ship to others.. The prime factor in this special situation is the relation- 
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ship between therapist and patient. We shall, therefore, first discuss the 
therapeutic relationship and then turn to specific methods that can be 
used in therapy. 


PSYCHOTHERAPY AS A SOCIAL RELATIONSHIP 


From the standpoint of social psychology, psychotherapy is a relation- 
ship deliberately created in order to change the patient. Of course, it is 
not the only relationship of this kind in our society. Teacher-pupil and 
warden-prisoner relationships are also social arrangements for produc- 
ing change. Probably psychotherapy most closely resembles the teacher- 
pupil relationship in tutoring. The purpose of both tutoring and therapy 
is not to solve a particular problem for the client but to help him acquire 
skills, information, and sensitivities so that he can solve problems by 
himself. This aim is different from those found in medicine, law, or 
dentistry. The consultant in these professions is usually engaged to solve 
specific problems for the client. Any understanding or sensitivity ac- 
quired by the client is only a by-product of his contact with the con- 
sultant, In therapy, however, the gain in self-understanding is primary, 
and when it occurs patients report that they can deal with specific prob- 
lems that were not even discussed with the therapist. 

In passing, we should point out that this conception of therapy differs 
radically from the view that it consists of “curing a mental disorder.” 
The “curative” view is a carry-over from medicine, It also reflects the 
nineteenth century notion of the social role of the medical authority 
figure. The epitome of this conception was probably reached in the 
hypnotic treatment of hysteria during the latter part of the last century. 
In that treatment, the ignorant and sick patient turns himself over to the 
“expert,” who manipulates and suggests until the symptoms have van- 
ished and the “disease” is “cured.” 

Today, the therapist does not establish an authoritarian relationship 
with the patient. Even when hypnosis is used as part of therapy, it takes 
place in a context of mutual cooperative effort. The modern psycho- 
therapist hopes to promote the growth of the patient by providing ap- 
propriate conditions for learning. He is an expert in the procedures that 
encourage the development of awareness, but he is not an expert in know- 
ing how to manage the patient’s life. He may know more than the patient; 
he does not know “better” than the patient. 

The “curative” conception of psychotherapy is particularly inappropri- 
ate in dealing with a class of patients sometimes described as having 
“character disorders.” They do not show clear-cut neurotic symptoms 
that can be fitted into the classical diagnostic categories. Rather, they 
suffer from traits or “styles” that handicap them, although they are not 


Psychotherapeutic Methods 353 


obviously abnormal. Thus, some people are unable to form love relation- 
ships, others sacrifice themselves, and others are excessively shy and 
timid. Psychotherapy for such people is not a matter of curing them but 
of aiding them to achieve optimal satisfaction. 

Group Norms and Social Relationships. Social relationships are built 
upon a basis of shared expectations. Two people, for example teacher 
and student, expect certain attitudes and overt behavior from each other. 
The student expects the teacher to set learning tasks for him and to 
evaluate his learning. And the teacher expects the same things of himself. 
The student, on the other hand, is expected to attend to the tasks and 
to submit to evaluations. When both parties have a common under- 
standing about their joint activity, the relationship is clear and com- 
munication is easy. Of course, in addition to these shared norms about 
the basic behavior to be expected, there are other activities that are 
permitted but not expected. Thus, teacher and student may become 
friends, but this is not commonly regarded as a necessary part of the 
relationship. — 

Our society has many of these interlocking roles, and there is wide- 
spread understanding of at least the minimum requirements to be ful- 
filled by the participants. We may mention parent-child, boss-worker, 
physician-patient, salesman-customer, policeman-citizen, and pastor-pa- 
tishioner relationships as examples. All these permit different kinds of 
behavior, require different attitudes, and provide different possibilities 
for individual satisfaction. We expect to earn money as workers, to 
obtain police protection as citizens, and to preserve our health as patients. 
In other words, we utilize these different relationships to satisfy differ- 
ent desires, 

Our way of looking at psychotherapy i R 
tionship aiae to d apea A that are not otherwise readily 
available, Obviously, we can find therapeutic values in other renn 
ships such as marriage and friendships. But they are not deliberately 
arranged to bring about personality changes. Psychotherapy, in a i 
distills the efective growth-producing qualities from these relations nip 
and intentionally uses them to promote personal change. For tee 
We sometimes discover that the quiet, comfortable manner of a a 
listening to us calms our emotions, and we are better able to explore + 
Consequences of a difficult decision. This accepting attitude ee -a 
tant part of psychotherapy, made possible by the therapist s training 
- Xperience, E E 

Norms in Psychotherapy. What are the norms that aetra m 
therapeutic relationship from others? How does it offer Pe j e ee 
usually found in other social connections? The answers r ie 
tions differ somewhat for the various therapeutic app roncacs; 


s to regard it as a special rela- 
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psychoanalytic technique and gestalt therapy (6) open different op- 
portunities. But there are a few norms that are applicable to most kinds 
of modern psychotherapy. 

The most common expectation is one that applies to all consulting rela- 
tionships: one person is the helper and is paid, and the other wants 
help. The therapist is not expecting personal help from the patient. True, 
the relationship has possible therapeutic value for the therapist, but that 
is clearly not the goal. If the therapist wants to talk about his problems, 
he should find another therapist or a friend. And therapists often do this. 
It is one of the arrangements that helps a therapist continue to keep the 
patient's goals central. 

Another norm of the therapeutic relationship is that the patient is ex- 
pected to have problems he cannot solve alone. We may call this “the 
expectation of dependency.” It contrasts with the usual requirements 
that we be independent, mature, strong, fearless, and so on. If we really 
are all these things, the therapist has no time for us. Therapy is open 
to those who fail, or think they fail, to meet the social ideals of inde- 
pendence and maturity. 

In therapy, it is expected that the patient will talk almost exclusively 
about himself, his history, his feelings. This “expectation of self-orienta- 
tion” is another reversal of ordinary social standards. Few of us have 
ever been told to go ahead and talk about ourselves all we please. We 
know that it is polite and correct to let the other fellow occupy the center 
of the stage part of the time. Not so in psychotherapy! The patient who 
insists on yielding his time to the therapist may be evading therapy. 

Another characteristic of therapy is that it violates the social prohibi- 
tions against discussing tabooed subjects. The norm of therapy is: “You 
may talk about anything, no matter how nasty and bad it seems.” One 
of the social taboos that is.broken in therapy concerns the open expres- 
sion of feelings toward another person in a face-to-face situation. Patients 
are encouraged to tell the therapist how they feel about him: like, dis- 
like, irritation, disappointment, and sexual attraction are all equally ac- 
cepted. Patients can rarely use this new opportunity at first, for it is 
strange and incredible. But they try it gradually by telling about their 
“bad” feelings and actions towards other people. 

Another norm of therapy that supports those just mentioned is “non- 
retaliation.” The therapist will not use what he learns about the patient 
to strike back at him. Nor will he exploit the patient’s dependence upon 


him in order to take advantage of his weaknesses, fears, or coercive — 


appetites. The norm of nonretaliation is enforced partly by the ethics 
accepted by psychotherapists, partly by their understanding that retalia- 
tion would seriously interfere with therapy. One way that therapists 
avoid coercion is to avoid treating persons over whom they have power. 
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For example, a teacher will ordinarily not administer therapy to one of 
his students. He does not want to complicate the therapeutic relation- 
ship by his power to pass or fail the student. In industrial and military 
settings, the power of the therapist over the patient may become a serious 
problem. Special arrangements must be made to separate the command 
function from the therapeutic relationship. The therapist wants to guard 
against any unwitting tendencies to retaliate by using his power, and 
he wants to make it clear to the patient that he actually cannot damage 
him, 

Therapy as a Social Unreality. Together, these norms sketch the pat- 
tern of an unusual social relationship. It is one that permits the patient 
to think, to feel, and to express himself with childlike spontaneity and 
irresponsibility. We are tempted to describe it as a parent-child rela- 
tionship without the enforcement of demands and prohibitions. But call- 
ing the therapist a completely tolerant parent-figure neglects a crucial 
difference between therapists and parents: Therapists have no responsi- 
bility or desire to fulfill the basic biological and social needs of their 
patients. In this respect they are also different from husbands, wives, 
friends, and kinfolk. They cannot provide companionship, productive 
employment, social status, “nor meat, nor drink, nor slumber, nor a roof 
against the rain.” 

The fact is that the enduring satisfactions in life must be found out- 
side the therapeutic relationship. Only by changing into some other kind 
of relationship could therapist and patient gratify each other’s biological 
and social wants. And this is perhaps the deepest distinction between 
therapy and other significant social relationships: in therapy we actually 
risk little and hardly obligate ourselves socially; but in the other rela- 
tionships we risk much and obligate ourselves greatly. It is in these 
other relationships that we really love, fight, give, take, and enjoy our- 
Selves. And it is to them that we must ultimately return from therapy. 

Compared with most social relations, then, therapy is not very real. 

at does not make it less valuable. But therapy is not merely a social 
fantasy. As a personal experience it is intensely real and involving. The 
hostility, tenderness, affection, and sadness felt during the sessions are 
actual events, Visceral changes take place during the emotions of therapy 
just as they do in any other emotions. The diference between pa 
tions of therapy and so-called “real feelings” lies only in their socia ae 
Sequences. In the relationship of therapy, the patient is free to cp 

is feelings without having to accept the usual social results of suc m 
nouncements. If he criticizes the therapist, he will probably ey the 
Ìrritation but not retaliation. If he says he feels sexually drawn to 

€rapist, he may provoke interest but not sexual relations. 


. s not 
The fact that the expression of wants and feelings in therapy doe 
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entangle the patient in social complications has two important results 
for him. In the first place he can freely search for what he really feels 
and wants—explore his internal realities more thoroughly than is possi- 
ble elsewhere. In the second place, he can experience the fact that feel- 
ings and wants do not have magic potency even when announced. Few 
patients really understand that a feeling or a desire has no consequences 
by itself. They assume (without being aware of it) that to feel love or 
hate for someone automatically establishes a relationship with that per- 
son. If they feel affection for another person, they believe that this feel- 
ing entails obligations and responsibilities for both parties. If they feel 
critical, they assume that the other person will want to mend his ways. 
The reverse is also true for these patients: other people’s feelings about 
them impose obligations, responsibilities, and self-corrective measures. 
In the light of these unspoken assumptions, you can see why a patient 
finds it surprising and releasing when a criticized therapist accepts the 
patientť’s feeling without trying to justify, to retaliate, or to change him- 
self, 

Effects of the Novel Relationship. We can dramatize the novelty of the 
therapeutic relationship by saying that the patient who enters therapy is 
entering a new culture. It permits, even encourages, expression of emo- 
tions and of motives that are ordinarily checked. Of course, the patient 
does not discover the characteristics of the new culture immediately. 
And when he does discover them, he cannot believe that they exist. He 
continues to meet the novel arrangement with the assumptions and be- 
havior he ordinarily uses. At the same time, however, he vaguely realizes 
that it is not really necessary. This discrepancy makes the therapeutic 
relationship a powerful tool for forwarding self-understanding. In fact, 
it is not too much to say that the chief instrument of psychotherapy is 
the relationship between therapist and patient. Let us see why it is so 
important. 

In the first place, the patient can experience directly his difficulty in 
adapting to the new relationship. Obviously, it offers great freedom, but 
he discovers he cannot use this freedom, For example, it does not take 
long for patients to learn that they may speak freely—at least, they know 
this in a kind of intellectual way. But when they are offered a clear op- 
portunity to express irritation, they refuse it. The discrepancy between 
what they know is permitted and what they allow themselves to do is 
directly experienced. This experience can be developed in many direc- 
tions, but often the patient comes to see that he actually limits his own 
behavior, although he has usually believed that it is others who impose 
limits on him. 

In the following transcript of part of a recorded interview, we can 
watch this self-limiting process develop. The patient is an unmarried 
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woman in her twenties who has consistently sacrificed for others, has 
felt guilty about anything that seemed self-indulgent, and has repressed 
her hostile impulses. As this excerpt begins, the therapist reacts to an 
irritated tone in the patient’s voice. 


: You do want to fight with me today, don’t you? 

: I guess so. [Laughs.] 

: Tell me, what is it? 

: [Laughs.] Well, I ain’t gonna take it out on you. [Laughs.] The fact that 

Tm lonesome. [Portion omitted.] 

: What do you want to take out on me? 

: I don’t, I shouldn’t want to, though. 

: Who says you shouldn’t want to? an ee 

The rules, okay, you know who says, who I mean when I say “they” or 

“you shouldn’t”? Not meaning any particular “you”? 

Who do you mean? 

: I mean, the rules of life is what I mean. T. 
take out, you aren't mean to one person jus 
the street was mean to you. You don’t walk 
person, 

: Whether you should or whether you shouldn’t, you do want to be mean to 

me today. 

Yeah. 

: Go ahead. 

: [Laughs.] I don’t exactly know how. 

: You don’t know how to be mean to me? r 

: I could just not talk, but then Td be hurting myself too. Then I'm not 

getting my hows worth, if I just be quiet. 


Notice that, at the end of the excerpt, even when she considers violat- 
ing the “rules of life” she can think of no way to be mean except by 
Controlling her own behavior, by not talking. Such experiences, as they 
accumulate, help the patient to feel his own inflexibility and to ee 
nate between appropriate and inappropriate occasions for the release o: 


feelings, 
In the second place, the novel relationship with the therapist opens 
tions the patient makes about 


ihe way for disclosing the implicit 
plicit assump > pati ; 
people. The very Si contrast of this relationship with others in the 
fect. The therapist makes fewer 


Patient’s life is one reason for this e 
; t 

demands than most other people, he is more ready ao listen, ne Ma 
the same time he is less polite (in the sense of avoiding pain i i 
and less willing to give advice and direction. In the couis o: T ne 
Out what the new relationship is, the patient sees more clearly wha 
Other relationships have been. aoe 

ut more important than this contrast is the 
ship leads to the examination of assumptions about the the 


DH Poy WHH 


hat’s just a rule of life. You don’t 
t because somebody else across 
down and be mean to the next 


Dota H 


‘act that the novel relation- 
rapist. Over 
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and over again, the patient discovers that he is trying hard to please the 
therapist, or to irritate him, or to shut him up, or to prevent him from 
pursuing a painful topic. All this is usually done in some roundabout 
way. When it is made clear that the patient could have expressed him- 
self directly, then the patient can find the assumptions lying behind his 
disguised social operations. But in finding out the beliefs he implicitly 
holds about the therapist, he is at the same time finding out beliefs that 
he holds about helpers, about authorities, about members of the same 
or of the opposite sex, and even about himself. 

To illustrate how an assumption about the therapist becomes explicit, 
we shall use an excerpt given by Colby (3). A long silence had just oc- 
curred. 


THER.: It seems you are having some difficulty talking today. 

PT.: It does, doesn’t it? I know I must try to be honest and tell you every- 
thing, but sometimes it’s so hard. I don’t know quite how to go about 
it. [Silence.] 

Tuen.: Is it something to do with me? 

Pr. [Laughs.]: It is. I think the main thing that bothers me is how you will 
take it. Not that you will do anything about it. I know by now that 
you won't laugh at me. But you will think this is so childish. 

THER.: Why would I? 

Pr.: It’s something anyone would think a grown woman should have gotten 
over by now. Once a few years ago I told my mother about it and she 
scorned me, saying I sounded like a bobby-soxer. 

THER.: And you're afraid I will react like your mother? (3, pp. 116 f) 


In this excerpt, we see that the patient not only fears the assumed 
ridicule of the therapist but also relates it to her mother’s attitude. It is 
not likely, however, that she realizes that she herself is actually evaluat- 
ing what she wants to say as childish; nor does she see that she is trying 
to forestall the therapist’s ridicule by telling him she expects it. These 
realizations will come later, 

Another result of the novel relationship depends upon the gradually 
increasing sense of safety acquired by the patient. As he discovers that 
nothing happens to him when he expresses some thought or feeling that 
is ordinarily taboo, he becomes less cautious, less alert to inspect and 
censor his remarks. Then he says things that surprise him. Unexpected 
remarks seem to “slip out,” and, although he may deny that he meant 
them, he cannot deny that he made them. The same thing can some- 
times be noticed in a more dramatic way when the patient is casually 
modeling clay as he talks. If asked to describe what he has made, he 
will be surprised that it resembles a penis, a bowel movement, or 4 
mutilated human figure. These unexpected “slips” provide new material 
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for discussion and reveal to the patient that he is capable of a wider 
range of behavior than he believes. 

Finally, the safety of this novel relationship is enjoyable in itself. De- 
spite the anxiety evoked by therapeutic exploration, patients find real 
comfort in the continued acceptance and interest of the therapist. The 
relief from feelings of having to live up to the expectations of others or 
of having to refrain from expressing illogical thoughts is important in 
holding the patient in the therapeutic situation. And the continued atten- 
tion of the therapist slowly builds an attitude of self-esteem and a sense 
of individual worth. 

Problem 1. The fact that a patient pays for treatment is part of the 
therapeutic relationship. Many therapists believe that payment actually 
has therapeutic value in itself; it is also evidence of a real desire for 
treatment. They suggest that, even in publicly supported clinics, every 
patient should pay something for his treatment. For the following ques- 
tions, however, assume that the patient receives private treatment cost- 
ing from $15 to $25 a session. 

1. What values does payment of fees have for the therapist? 

2. What values does payment of fees have for the patient? 

3. Does payment add to or detract from the “social unreality” of 


therapy? 


BUILDING THE THERAPEUTIC RELATIONSHIP 


We have pointed out that the patient does not immediately under- 
stand the norms of the therapeutic relationship nor the attitudes of the 
therapist. The early phases of therapy must be devoted primarily to the 
task of helping the patient develop an understanding of and a desire 
for such a relationship. Only when the bond between therapist and 
patient is strong can the two explore the patient's intense self-hatred, 
antisocial sexual desire, hostility toward beloved persons, and the like. 
Furthermore, not until the patient can become emotionally involved 
with the therapist will he show, in the therapy sessions, the techniques 
he employs in his most important interpersonal relationships. The build- 
ing of a strong relationship is not accomplished by explanation or care- 
fully worded permission. It must be brought about by time, by the 
arrangements for therapy; and by the behavior of the therapist, can 
patient’s beliefs and feelings about the therapist are determined by what 
actually happens to him in the sessions, not by what he ieee 

Arrangements for Therapy: In the very first session the patient ex- 
Periences the fact that he is the complete center of the therapist’s atten- 
tion. The length of the session is usually about an hour, although some 
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therapists may use up to two hours with patients they see only once 
a week. There are no interruptions, and the therapist is unhurried. Most 
patients are surprised to find how short the session seems. At the end 
of the hour, arrangements are made for another appointment; and the 
therapist usually tries to set a time that regularly will “belong” to the 
patient. Thus, even if the patient has not inquired about the length 
of therapy, he learns that the therapist plans to make himself available 
on a continuing basis. 

In traditional psychoanalytic therapy, sessions are held five days a 
week. In many of the modern variants of psychoanalysis, however, pa- 
tients are seen only once or twice a week. Sometimes a patient becomes 
emotionally upset between appointments and asks for an extra session. 
Whether or not this request is granted depends upon the therapist's 
schedule, on the intensity of the disturbance, and on the kinds of 
therapeutic problems that are being worked on at the time. At times, 
the therapist may refuse, because he would like to have the patient find 
out that he can stand such upsets; or he may grant the request because 
the preceding session brought out emotions that left the patient with 
considerable unresolved guilt. As in all the work of therapy, much de- 
pends upon the sensitivity of the therapist. 

Another arrangement in psychoanalysis has been for the patient to lie 
down on a couch. While this position has many advantages, it may not 
be wise to introduce it in the first few interviews. Some patients find the 
supine position somewhat threatening; it tends to start off therapy in 
a way that does not suggest mutuality and friendly acceptance. Many 
therapists, therefore, seat patients in a comfortable chair at the begin- 
ning of therapy. Whether the couch is used later depends upon the skill 
and orientation of the therapist. Some therapists encourage patients to 
use the couch for every session; others indicate that both couch and chair 
are available. Guided by the patient, they decide which to use during 
different sessions, or even during different parts of the same session. 

As therapy progresses, patients may invite the therapist to their homes 
or to social events. Generally, therapists do not accept such invitations. 
They avoid social contacts with their patients in order to preserve the 
clarity of the therapeutic relationship. Therapist and patient cannot 
very well maintain the roles of mutual friends during therapy, althoug? 
they may feel friendly and enjoy each other's presence. All this does not 
mean, of course, that the therapist is aloof when he happens to meet 
a patient in some social situation. But he does keep such chance meetings 
on a superficial, pleasant level. 

The Nature of the Interview. During the first few interviews, the pa~ 
tient is encouraged to tell his story: what brought him to therapy, the 
nature and severity of his problems, previous efforts to relieve his dis- 
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tress, and something about his development during childhood and 
adolescence. These interviews provide useful diagnostic information, 
but they also permit the two participants to “get the feel” of each other. 
Any new social contact has its “getting acquainted” phase, and therapy 
is no exception. During this phase, the therapist often proceeds by using 
the semidirected interview methods described in Chapter 6. He does 
little probing, preferring to let the patient take the lead in bringing up 
material, His comments encourage the patient to talk and to elaborate 
on unclear points. 

After this beginning period, there are various ways of proceeding. If 
the patient is working with an orthodox psychoanalyst, he will probably 
be introduced to the method of free association (5). The analyst will 
instruct the patient to let his thoughts run freely and to say everything 
that he thinks, He is asked to refrain from holding back anything and is 
told that he does not need to be logical or sensible in what he says. 
Usually the patient lies on a couch, and the analyst sits to one side and 
slightly behind him. The analyst is quiet for long periods and only rarely 
interrupts the flow of associations. Sometimes, at the end of the hour, 
the analyst will briefly comment on a few significant points. 

Free association is not as easy as it may sound, and it is rarely free 
and smooth-flowing. The patient discovers that he feels blocked for 
no apparent reason, or he may find that he is unaccountably anxious or 
angry. Again, he may attempt to be completely logical, screening out 
marginal associations despite the analyst’s instructions. Sometimes the 
flow of associations is fragmented, disorganized, and nonsensical, All 
these events yield material that needs to be understood, and, later in 
therapy, the analyst will forward understanding with interpretive com- 


ments and questions. q 
Of course, the associations contain a vast amount of information about 
out his early life, about his 


the patient’s attitudes toward himself, ab 
parents, and about the events of his daily life. He discovers that certain 
clusters of ideas recur frequently and becomes interested in tracing out 
the connections between seemingly unrelated associations that occur 


together. The analyst, too, is noting the information and the patterns 


of associations. On the basis of his theory of personality and his experi- 
bout the origins and nature of the 


ence, he formulates to himself ideas a i r 
patient’s anxieties, of his defenses against anxiety, of his repressions, an 
of his frustrated desires. i 
Many therapists, however, choose to proceed with a more = 
tional approach (1, 7). Instead of instructing the patient to we 
Sociate, they begin sessions by asking the patient what he wou! : 
to talk about; or they may simply wait for him to begin. Some say ae 
little and behave much like the orthodox analyst. Others may use Op 
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ended questions from time to time and comment occasionally on what 
the patient says. Those who follow a “client-centered” approach will 
try to clarify what the patient is feeling as he talks, but they refrain from 
questioning. And there are some who use many questions which center 
around the patient’s awareness of his bodily sensations, of his voice and 
gestures, and of his attitudes and behavior toward the therapist. 

These various kinds of interviews produce somewhat different thera- 
peutic atmospheres, and probably therapists end by creating the kind of 
situation that enables them to work most comfortably. But the patient 
must also be considered, and it seems likely that different patients need 
different kinds of interviews. Some, for instance, may not be sufficiently 
imaginative and verbally facile to use the free-association method effec- 
tively. Others, who depend too heavily on authorities for guidance, may 
welcome continued questioning although they would profit more by 
methods that leave the initiative to them. 

What the therapist needs, then, is flexibility and sensitivity, In the 
early interviews, he must do what seems needed to make the patient 
feel accepted and interested in continuing treatment. As treatment pro- 
gresses, he must do what seems needed to provide emotional experiences 
that will increase the patient’s insight, decrease his anxiety, and promote 
a sense of being able to choose and to reject courses of action. To be 
able to do this requires experience with actual patients as much or more 
than theories about the best way to do therapy in general. 

Total Listening. One of the most elementary techniques used to build 
the relationship is total listening. The therapist constantly attends to the 
patient’s talking. He notices not only what is said but how it is said. He 
notes gestures and emotional responses, And he shows that he is listen- 
ing. The patient can see him nod occasionally, note a sympathetic smile, 
hear him say “Yes,” or “Please go on.” 

The first few interviews will be taken up with fairly long recitals of 
the patient’s story and his account of his distress. Even therapists who 
will be fairly active in later interviews usually want to establish early 
the primacy of the patient’s right to talk and be listened to, This total 
listening tells the patient: “What you say is important and I am inter- 
ested. You are expected to tell me whatever you want to.” 

“Staying with the Patient.” In all phases of therapy, it is very impor- 
tant for the therapist to follow closely what the patient is saying and to 
respond, if response is needed, to the flow of feeling and of talk. This 
skill will be needed later, when interpretive activity starts, but it is also 


1The value of dealing with bodily activities in therapy has been described at 
length by Braatgy (2). A somewhat similar approach has been proposed by Perls, 
Hefferline, and Goodman (6). They suggest a number of exercises to increase self- 
awareness and show their value as therapeutic methods, 
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a sign of total listening that helps establish the relationship in the early 
sessions. Untrained therapists do this poorly, as the following excerpt 
will show. It is a partial transcript of a training session for an untrained 
counselor. He was interacting with a man who was playing the part of 
an apathetic, depressed patient. This session was supposed to be the first 
interview. After a greeting, the interview proceeded: 

T-1: Well, something on your mind? What’s your first name, by the way? 

P-1: Well, uh, a lot of people call me Jim. 

T-2: Jim, uh-huh. Well, I'll call you Jim, if you don’t mind. Something, uh, 
uh, perplexing you? , 

P-2: Well, there’s something wrong with me, and I, I don’t know what to do 
about it. And I thought maybe if I'd drop in to see you. I, uh, Im in a 
lot of trouble. I don’t really know what’s wrong with me. 

T-3: Well, tell me, Jim, how old are you? 

P-3: Oh, forty. 

T-4: Forty, mm-hm, uh, I take it you're married? 

P-4: Yeah, 

T-5: Mm-hm. Well, have a family? 

P-5: Yeah, I got a coupla kids. 

T-6: Well, how long have you been married? 

P-6: [Pause.] Sixteen years, I guess. I don’t k c 
to me. And I think that things are going down hill for me. I don't seem 
to have any interest in anything anymore. And uh, well, I didn’t know 
whether it was a religious thing or not, but I would say this, life's got 
no point for me. And I, uh, I'm slipping on my job. And Td just like 
to know whether something can be done about it. i 

T-7: Well, Jim, how long have you been feeling this way? Has it been over 
a period of time or did it just suddenly come on? 

P-7: Well, I suppose it’s been coming on me for a couple of years. j 

T-8. Well, uh, have you within the past five or eight years had any major 
sickness or operations or accidents? Something that would—— 

P-8: Well, I had 


T-9: Involve i 
your physical self? 
P-9. I had a bout Pih the flu four or five years ago, kept me out for about 


i hen 

three weeks, But I don’t know what the trouble is. There are days wl 
I don’t even get up to go to work. I just don’t even feel E ae 
And the boss has been pretty good about it, but I can tell that a g 
are slipping, and, uh, I just have a feeling that Im letting a fe 
down all the way around. I’m no good for my wife. I'm no g 
my kids. 

To: kes you a drinking man, Jim? I mean, do you take more than one snort 
a day? 


now, things look awful hopeless 


In T-1 and T-2 the therapist injects a note of false personal aa 
an informality. There is no reason to suppose that the yee: ante 
More relaxed or accepted if called by his first name so soon; some p 
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would feel alienated by this approach. In P-2 the patient expresses his 
distress in a vague way. The therapist, however, pays no attention to 
the obvious difficulty the patient has in stating his problem. Instead, he 
asks the patient’s age. While this information is necessary, there will be 
plenty of time to get it later. It is not relevant here. 

In P-6 the patient finally gets a chance to tell how he feels, but the 
therapist, instead of drawing him out further, continues taking a history. 
A number of possibilities are open to the therapist at T-7. He would have 
been closer to the patient’s thought and mood with any of the following 
remarks: 


“Things really seem hopeless.” 

“Everything seems to be slipping.” 

“Life’s got no point?” 

“How do you mean, whether something can be done?” 


The therapist, from T-7 to T-9, continues to disregard the patient and 
follows his own rigid ideas as to the proper topic. The separation between 
the two becomes painful at T-10. Despite the patient’s persisting effort 
to communicate his misery to the therapist, the latter asks about drink- 
ing! 

The responses of this therapist do not tell the patient: “I am interested 
in your feelings and I want to understand your unhappiness, Feel free 
to express yourself.” Instead, they tell him: “Ill ask the questions here. 
You keep bringing up irrelevant matters, so I'll just get on with really 
important things.” They hinder the growth of a warm therapeutic rela- 
tionship. 

Permissiveness. Besides listening and staying close to the patient's 
thoughts and feelings, therapists do other things to build a relationship. 
These can be grouped under the heading of permissive behavior. While 
therapists agree on the importance of permissiveness, they vary in what 
they regard as permissive behavior. 

We are fairly sure of one thing: criticizing a patient for what he ex- 
presses tends to destroy his freedom to express himself. If he says that 
he hates his parents or that he is having an extramarital affair, and We 
tell him that this is shameful or dishonest, he is less likely to report 
other socially disapproved feelings or deeds, People simply will not talk 
freely when they expect moralizing or condemnation: 

Therapists usually avoid moralistic criticism quite easily. Trouble i$ 
more likely to come when the patient finds fault with the therapy. He 
may object to the way the therapist behaves (“You act so damne‘ 
smug.” ), to his fees, or to the slim benefits he is getting. He may criti- 
cize the therapist for his youth, his age, his inadequate knowledge, bis 
excessive knowledge, or for a thousand other things. The experienc 
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therapist maintains his permissiveness in the face of these accusations and 
generally refuses to argue or to justify his acts. 

A subtler way of blocking expression is praise or approval for doing 
the “right thing.” Such remarks can hinder permissiveness, for the patient 
may, in his efforts to please the therapist, refuse to bring up “bad” feel- 
ings. When a patient tells of some improvement, therefore, therapists 
focus attention on the patient's own feelings of satisfaction rather than 
praise him. 

Problem 2. Some therapists praise patients for their efforts during the 
therapy session. Perhaps the patient is quite upset, yet he persists in 
exploring thoughts and feelings and reaches new understanding. At the 
end of the session the therapist may express approval of the patient's 
willingness to work hard at therapy. 

1. Will this kind of praise interfere with permissiveness? Explain your 
answer. 

2. After struggling to hold back 
a patient finally weeps, expresses 
cerely of a desire to feel closer to 
the therapist tells the patient that he 
very close to the patient during this e 
to interfere with the permissiveness © 


tears and intense feelings of sadness, 
deep loneliness, and talks very sin- 
people. At the close of the session, 
has been deeply moved and has felt 
xperience. Is this praise? Is it likely 
£ the situation? Why? 


_Permissiveness goes even beyond accepting the patient without criti- 
cism or moralistic judgments. To reach permissiveness in its deepest 
Sense requires the therapist to do more than be gentle and restrained. 
He must be able to show by his own behavior that emotional expression 
is not dangerous. An illustration of this point is given by Braatøy (yp: 
158). He suggests that a soft, low voice is needed in the early interviews 


with overinhibited people. He goes on, however, to point out the risk 
to see this as a rule of therapy to be 


that such patients may easily come tapy 
obeyed always. They may believe that all emotional expression in the 
sessions must be muted and reasonable. One way of meeting this self- 
i atient, in the later interviews, 


imposed restriction is to encourage the p e 
to try talking loudly or even to shout. But another way is for the therapist 


to express himself occasionally with more than his usual mildness. Obvi- 
ously, this is risky business and demands that the therapist be sensitive 
to what the patient can stand at any particular time. When the therapist 
can appropriately express some dissatisfaction with a patient's — 
ness, for instance, he may bring @ very great sense of security to the 
Patient. But this can happen only when such an expression works to 
release the patient’s anger toward the therapist. That outcome is ordi- 
narily possible only after some months of therapeutic work. Therapists 
who express their feelings early in therapy may frighten the patient. 
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EMOTIONAL PARTICIPATION OF THE THERAPIST 


At the close of the section on permissiveness, we touched on the prob- 
lem of whether an effective therapist can express his own feelings in the 
session. This issue is an important one in therapy, and there have been 
a number of different points of view about it. We want to explore some 
of these differences and to indicate some of the decisions that must be 
faced by the therapist. 

There is some research evidence pointing to the conclusion that expert 
therapists are able to maintain an appropriate and effective emotional 
interchange with patients much better than inexperienced therapists 
(4). Apparently, long experience counts for more in this respect than 
adherence to a particular system of therapy. This “appropriate emotional 
distance” has been described as “capacity to show interest and warmth 
without becoming overly involved” (4, p. 87). Inappropriate emotional 
distance, by contrast, may be seen in coolness, in aloofness, in talking 
down to the patient, in tenseness, in rigid use of particular techniques, 
and in failure to understand the patient’s emotional communications. 
This evidence does not tell us, however, about the extent to which the 
therapist may usefully bring his own feelings into therapy. , 

The Traditional View. It has been widely believed that the therapist 
should be relatively passive and should refrain from any kind of emo- 
tional expression. Kubie says: “The psychoanalyst as an individual must 
be unknown to the patient. Therefore he keeps himself as much in the 
background as possible, out of clear focus and definition, quietly friendly, 
but always impersonal and reserved” (5, p. 64). Orthodox analysts keep 
themselves in the background by limiting what they say and by sitting 
so that the patient on the couch cannot easily see them. 

This arrangement deprives the patient of many external cues that could 
help him accurately interpret the therapist’s reaction. Consequently, the 
way is open for him to make a variety of assumptions about the therapist. 
It soon becomes clear, however, that the attitudes and feelings attributed 
to the therapist lack external validation, and the patient must recognize 
them as creations based on his own needs and expectations. Thus, his 
unwitting assumptions about others become explicit and open to e% 
amination. At the same time, the therapist’s passivity provokes the pa 
tient to demand reassurance, help, or suggestions, if these are his char- 
acteristic reactions to interpersonal frustration. Or the passivity may 
provoke criticism, resentment, and charges of incompetence. Of cours® 
such reactions during therapy are veiled and cautious at first, but they 
can become quite intense later. 

Although there are advantages in keeping the therapist passive and 
invisible, the arrangement has some serious drawbacks. For one thing, it 
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makes the whole therapeutic atmosphere mysterious and too remote 
from life (1, pp. 84-87). Possibly some patients are alienated by this 
atmosphere and discontinue treatment sooner than would otherwise be 
the case. More important, however, is the fact that this technique does 
not help the patient transfer his new learning to daily life situations, If 
the therapist is visible and active, therapy resembles the usual inter- 
personal relationship more closely; then it is easier for new attitudes and 
emotional reactions to generalize to relationships outside therapy. 

We may make this last point clearer by an illustration. Suppose that 
a patient criticizes his father but anxiously expects the therapist to dis- 
approve. When the disapproval does not occur, the anxiety connected 
with verbal expression of criticism is weakened a little. This effect can 
occur even when the therapist is invisible and silent. But when the 
therapist is visible and interacting, the absence of disapproval weakens 
anxiety about verbal criticism in a face-to-face, mutually active social 
contact. Furthermore, the absence of disapproval is more obvious when 
the patient can see that the therapist does not frown, shake his head, 
or become tense. This way the patient learns that even unspoken social 
Punishment does not follow his critical words. 

Another illustration is provided by the case where a patient makes a 
demand or request that the therapist cannot or will not fulfill. He may 
want advice or approval of a certain plan. If the therapist remains 
invisible and silent, the patient may feel that the therapist does not like 
the open request, and may interpret the silence as coolness and with- 
drawal. When the therapist is visible and continues to interact with the 
patient in an interested, friendly way, such an interpretation is hard 
to maintain. Then the patient has an opportunity to learn that his open 
Tequests may not disturb others and that refusal to fulfill them does 
imply total rejection, The therapist has demonstrated that it is ae le 
to refuse a request without losing the warmth of the relationship. a 
peated experiences of this kind can bring both insight and ee 
Spontaneity to persons who repress their own demands boat ee 
N that expressing their own wants would either enslave or 
others, r 

Participation in Client-centered Therapy. How can the thenie a 
main visible and active and yet not give the patient a realistic T a 
attributing resentment, jealousy, seductiveness, and other TER ‘he 
him? One way of answering this question has been developed T ri 
client-centered therapists (7). In this kind of therapy, patient = ue 
apist sit facing each other, and the therapist is quite active ye a 7 a 
utterances, however, are sharply limited by his miniog aE i wer 

e responds as much as possible to the patients ee et amet 
remarks and feelings. His statements show interest and 0; 
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or reflect what the patient has expressed. Rarely does he try to explain 
something to the patient, suggest an hypothesis linking cause and effect, 
probe for further data, or express a feeling aroused in him by the pa- 
tient’s activity. His activity may be described as both acceptant and 
mirror-like. As Rogers puts it: 


The counselor says in effect, “To be of assistance to you I will put aside my- 
self—the self of ordinary interaction—and enter into your world of perception 
as completely as I am able. I will become, in a sense, another self for you— 
an alter ego of your own attitudes and feelings—a safe opportunity for you 
to discern yourself more clearly, to experience yourself more truly and deeply, 
to choose more significantly” (7, p. 35). 


With this point of view, the therapist can interact with the patient in a 
way somewhat resembling ordinary social behavior; at the same time the 
therapist gives the patient no basis—in words at least—for viewing him 
as a disciplinarian, competitor, manipulator, or as a critic. Published 
interviews (9) leave no doubt that this kind of therapy provides an ex- 
tremely permissive atmosphere, comfortable and anxiety-relieving. It 
also communicates a belief that the patient can make responsible, satis- 
fying decisions about his own life. 

It seems, however, that clients often wish a fuller, more emotionally 
colorful relationship with the therapist than client-centered therapy 
provides. The client-centered therapist avoids expressing even mild feel- 
ings of his own, and there is rarely any discussion of the relationship by 
either client or therapist. The resulting conversation conveys the impres- 
sion that the patient talks about feelings instead of talking with feeling. 
This emotional nonparticipation of the therapist has concerned some 0 
the client-centered therapists. Rogers quotes a lengthy statement by one 
of his staff members who comes to grips with this issue. Among other 
things, Dr. O. H. Bown says: 


At this level I was literally stuck for a long time, fearing the worst if I should 
let any kind of personal involvement enter into my relationship with my 
clients. . . . I appeared to them to be a professionally adequate person who 
was dealing with them in an understanding and empathic way. This may have 
been true at the client’s level of consciousness, but unconsciously, I think, 
he was learning directly from me, “Do not be free in this relationship. Do not 
let yourself go. Do not express your deepest feelings or needs, for in this re- 
lationship that is dangerous.” (7, p. 162) 


Bown continues by pointing out that, as he became less afraid to be em 
tionally involved, his patients began to discuss and to experience feelings 
hitherto avoided. 

In addition to enriching the therapeutic experience as Bown suggests» 
the emotional participation of the therapist seems to have some other 
advantages. For one thing, it probably generates many interpersona 
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events that can be effectively used for interpretation. That is, instead of 
interpreting the events occurring between the patient and his family or 
friends, the therapist can call attention to the events that are actually 
happening in the therapy session. A second possible advantage of ther- 
apist participation is that it increases the resemblance between the 
therapeutic situation and “real” situations. In view of what is known 
about transfer of learning, this increased resemblance should make for 
more effective transfer of whatever is learned in therapy to life outside 
of therapy. A third reason for therapist participation is that patients need 
“feedback information” about the social effects of their behavior. If the 
therapist is continually neutral and unemotional, it is hard for patients 
to find out that they are acting in an irritating, seductive, whining, or 
dominating way. If the therapist is aware of how the patient is making 
him feel, and if he can express these feelings, then the patient has valu- 
able data for finding out how he affects people. Giving such feedback 
information is clearly a delicate matter since it can provoke a great deal 
of anxiety, But it can be done by a skilled and sensitive therapist. 
Objections to Therapist Participation. Some people feel that therapist 
participation means giving advice, using persuasion, or “selling” a point 
of view, They properly point out that advising a patient to stay married, 
to take dancing lessons, to confess an indiscretion, or to join social clubs 
1S not very helpful. Most advice has been heard or thought of by the pa- 
tient before he ever came for therapy. The trouble is that his attitudes 
and anxieties prevent him from really accepting it. He may try to go 
through the motions of carrying out “good” advice, but he acts so that 
it would fail to benefit him. His own anxiety or half-hearted interest 
eads to awkward, inappropriate behavior and to failure. But advice is 
not the kind of participation we have been discussing. There are many 
ways a therapist can be involved with a client besides being an adviser. 
aren objection to therapist participation is that it enables the pa- 
SE rn realistic grounds for the feelings and attitudes he attributes 
ju A erapist, Once he has discovered a seemingly factual basis for his 
niae, it is impossible to demonstrate that his own wishes and fears 
a his perception of others. This objection is valid in so far as it 
ons ns the intimate information that a friend could acquire about the 
apist (5, pp. 65 £). But we know now that there are ways for a ther- 
Notions participate actively and still demonstrate the patient’s unrealistic 
fe Boke We shall give an example of how this can be done. T he example 
Ous but based on many actual interactions of this kind.? 
Perce, Broblem of how the therapist can be active and still expose unrealistic gett 
on the ind probabli has several kinds of solutions, The example used here is baree 
of solution developed by Dr. Frederick Perls at the New York Instit 


or i 
bim asalt Therapy. While the method stems from important theoretical conceptions, 
ere is simply to show a possible technique. 
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Suppose, in the third or fourth month of therapy, that a patient spends 
a half hour in social chitchat. Therapists will vary in their emotional 
reactions to this, depending on the patient and the nature of other ses- 
sions. In this case, however, the therapist feels blocked and says so: 


: I feel blocked right now. 

: What do you mean? 

I don’t know what to do with what you have been telling me. 

: Now I think you're irritated with me. 

How do you know? 

Well, you said you felt blocked. 

Does that mean I’m irritated? 

: Probably. You want me to talk about something else. 

: Must you do what I want you to? 

Well, I suppose I should. 

Why should you? 

Well, uh, it would, you would feel better. You wouldn’t feel blocked. 

Are you required to make me feel better? 

Sure. 

: Who requires you to do this? 

: Well, you do. [Pause.] I mean, nobody said I had to. Maybe I tell myself 
to do it. ; 


PHYA DH 


The therapist here has been quite active and has even injected a feeling 
of his own. But notice that he gives no grounds for the patient to think 
that he requires him to change the topic. The result is to explore the pa- 
tient’s assumption that he must obey and please the therapist. This 
assumption is completely unrealistic, for the patient “knows” that the 
therapist is not demanding anything. Cooperating with the therapist is 
simply a means to the patient’s own goals. Therapy is not being forced 
upon him, even though he may prefer to think so. In the same way, this 
patient has felt that other people required him to please them, although 
the fact is that he really wants to regard them as imposing on him. Much 
more work must be done before he can see why he needs to regard them 
in this way. It is enough for now that he should understand how he is 
trying to live up to requirements that he incorrectly attributed to the 
therapist. 

A more serious objection to therapist participation is that, unless the 
therapist’s own neurotic needs are somehow held in check, he may harm 
the patient. If a therapist unwittingly seeks dominance, sexual conquest, 
or emotional exploitation in the relationship, he may make neurotic pa- 
tients worse. For example, a therapist may encourage a patient to dwel 
on the details of clandestine adventures in order to satisfy his own re- 
pressed interest in antisocial actions. He then follows this with subtle 
moralizing which quells his own sense of guilt but increases the patient's 
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feeling of shame. Or a therapist may continually uncover more “prob- 
lems” in an unwitting effort to bind the patient to the therapeutic rela- 
tionship. 

Rigidly limiting the interaction of the therapist with the patient is not 
likely to prevent trouble, however. A better solution was proposed early 
in the history of modern psychotherapy: the therapist himself needs 
therapy. A therapist who is aware of his own assumptions about people 
and of his own ways of manipulating relationships will be able to choose 
helpful ways of dealing with his patients. That is why psychological 
study, supervised practice, and experience as a patient are all important 
parts of the therapist's preparation. 

We should remember, too, that the neurotic needs of the therapist are 
not the only forces that motivate his actions. He has other motives, such 
as wanting a successful outcome, wanting other patients in the future, 
and wanting the respect of his professional colleagues. In addition, he is 
aware of the unique character of the therapy session. It is not a casual 
Social Contact, but a planned and purposeful meeting. There are time 
limits for each session, and the eventual aim is to make the therapist 
unnecessary to the patient. All these factors play a part in determining 
what the therapist does. As he understands his position fully, he can 
afford to be spontaneous and expressive in the therapeutic session, 

A good example of spontaneous responses can be found in the changes 
that a therapist will undergo in the way he expresses irritation. Suppose 
that in the first few sessions a patient engages in lengthy, abstruse, intel- 
lectual analysis of his problem. The therapist may sense that these are 
evasive tactics; the patient is not ready to feel the intense concern and 
anxiety attached to his human relationships. But the therapist feels no 
statión at this evasiveness. Without thinking about what is involved, he 
imply accepts this behavior as part of the patient’s style of living. As 
hese Continues, the patient realizes what he is doing and wishes to 
Ronis f this arid analysis. He becomes capable of occasionally expressing 

‘eelings in a simple and direct way. At this stage of therapy, the 
a a may experience some irritation when the patient uses these 
3 EA tactics. At the same time, the therapist is not greatly motivated 
is pss his irritation. He sees that the patient is still struggling to find 
i Wn way and is not prepared to deal with a direct irritable remark 
om the therapist. 
hee later in therapy, the patient becomes able to admit both critical 
A feelings toward the therapist. He is aware that therapy will 
Ee even though he openly criticizes the therapist. At this point, a 
i Te to sterile, intellectual analysis may elicit an irritated remark 
mar e therapist: “This stuff is just words, words, words.” Such a re- 
> Slven at this time, often brings a direct emotional response from 
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the patient. The evasiveness stops abruptly, and the patient interacts with 
the therapist on the level of feelings as well as on the level of words. This 
outcome is, of course, exactly what patient and therapist have been inter- 
ested in reaching, but the therapist’s emotional participation was needed 
to release the emotion in the patient. 

In considering the illustration we have just given, you should not sup- 
pose that the therapist carefully planned how and when he would react 
to the patient. His behavior at each stage of therapy was determined by 
a complex set of perceptions and motives. He perceives the patient as 
stronger, he feels his own irritation more keenly, and he wants more 
emotional response from the patient in the later stages of therapy. All 
this organizes his behavior, provided he is not restricting himself by rules 
that prevent spontaneity. On the other hand, his behavior in the early 
phases of therapy is spontaneous, too. At that period, he sees the patient 
miserable, emotionally handicapped, and unable to deal with irritation. 
He, himself, is not irritated, and is interested in helping the patient feel 
comfortable in the therapeutic setting. Thus, the “natural” thing to do 
is to wait, to notice how the patient handles the situation, and to com- 
municate interest in him. 

The extent, the quality, and the timing of the therapist’s participation 
both in terms of comments and in terms of expressing his feelings cannot 
be determined by rule. Overeager beginning therapists may participate 
too much, and yet, if they are really being themselves, the patient may 
sense the interest and concern of the young therapist and respond to it. 
But if a therapist is anxious, worried about how the patient will accept 
him, and preoccupied with planning his next move, he will probably 
keep the patient at a distance. Such a therapist is not really sensitive to 
what is happening between him and the patient, and he will have little 
therapeutic success. 


INTERPRETATION 


Almost every important method of psychotherapy since Freud has 
stressed the importance of extending the patient’s awareness or of “mak- 
ing the unconscious conscious.” The problem is to find ways of bringing 
repressed processes (motives, feelings, assumptions) into awareness. We 
have already suggested that one way to accomplish this task is to decrease 
the patient’s anxiety about the therapist's opinion of him. As the patient 
finds that the therapist is not frightened by, nor critical of, his words and 
actions, he can feel, think, and say things that he has previously avoided. 
Theoretically, if the permissive situation reduced anxiety sufficiently, 
repression would cease and the patient would make all his own discov- 
eries. In that case, the therapists whole concern would center around 


Psychotherapeutic Methods 873 


building a nonanxious therapeutic relationship. It is not likely, however, 
that even the most comfortable relationship will diminish all the anxiety 
that produces repression. For one thing, some anxiety is due to the pa- 
tient’s own self-evaluations and not to his fear of social disapproval. He 
may feel the therapist’s complete acceptance and still be unable to accept 
certain wants or feelings within himself. For another thing, the comfort 
of the therapist's permissiveness may be so rewarding that the patient 
wants to keep it undisturbed. That is, the relationship may became val- 
uable primarily as a source of relief instead of as an opportunity for dis- 
covery and exploration. Then the patient will seek to protect this valuable 
Possession and will repress whatever could threaten to destroy it. For 
these reasons, the therapist must supply some of the motivation to extend 
the patient’s awareness. One of the most important techniques for doing 
this is interpretation. 

Interpretation consists of comments or questions that are related to 
repressed psychological activity. These remarks suggest that the patient 
is feeling or wanting something that he does not know about. And, of 
Course, interpretations provoke anxiety or defensiveness, because they 
touch matters that have been repressed in order to avoid anxiety. Inter- 
Pretations may often seem like accusations to the patient. You can see 
that merely telling a person why he acts servile and submissive will not 
Teally convince him if he must avoid knowing the reason in order to re- 
tain his self-respect. In addition, interpretations are threatening because 
they indicate that the therapist knows secrets about the patient which 
he himself does not know. Thus, the therapist seems to have a magic 
Power over the patient. He may, so it seems to the patient, refuse to 
share these secrets or may even use them to manipulate and influence 
the Patient. Obviously, making effective interpretations is dificult. When 
ìt is done unskillfully it may seriously damage the therapeutic relationship. 
e Content of Interpretive Remarks. One of the simplest kinds of 
Pretations consists of an inference about the patient’s emotions or 
ee For example, a patient may say that he was hurt by an unfair 

mark that his wife made. He continues talking about his disappoint- 
ani and his belief in fair play, but he does this in an excited and bitter 

ay. The therapist may say: “Maybe her remark made you angry, t00. 
© Do you think that, besides being hurt, you felt some resentment? 

n example of a more tenuous inference is the following effort to inter- 
~ à motive: A patient has been describing a committee meeting 
up ok out of the social interaction. He tells how he - o 7 
a. Say nothing because the group wasn't interested in him. i a z 
Wonda his story and on other information, the therapist rop mote 
i teres if your silence was a way of trying to make the group show s 

St in you?” 


inter, 
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Another kind of interpretation consists of pointing out similarities in 
two situations. Here, the therapist may not comment on the meaning of 
the similarity, but his comparison brings out features that are not obvious 
to the patient. As an illustration, take the following comment: “It seems 
that both of these situations that caused you trouble were ones where 
you were dealing with a dominant person. And you felt helpless both 
times.” 

Other, and more complex interpretations, deal with cause-and-effect 
relationships in the patient’s life. Commonly, these connect current hap- 
penings in the patient's life with events in his past. Thus, a therapist may 
point out that the patient’s reactions to dominant people are similar to 
those elicited by the patient’s father many years ago. Or that guilt over 
sexual desires toward his mother is related to difficulty in a current love 
affair. Usually, this kind of interpretation is based on some theory about 
the development of personality and the significant events in the life 
history. 

A fourth kind of interpretation is the revelation of hidden meanings 
or the significance of symbols. You are familiar with this kind of inter- 
pretation mostly in connection with understanding dreams. Of course, the 
possibility of symbolic representation is not limited to dreams. Many 
events and objects can take on symbolic significance. Sometimes images 
that spontaneously arise during the interview symbolize the patients 
feeling about the relationship, and gestures (clenched fist, unfastening @ 
button, dropping a pencil) may have symbolic significance. 

The Patient’s Acceptance of Interpretations. Since most interpretations 
are inferences, there is usually some reasonable ground for patients to 
doubt their correctness. In addition, since they communicate information 
that the patient finds disturbing, they are likely to seem condemnatory: 
Consequently, the patient will often deny the validity of an interpreta- 
tion or will distort its meaning. Sometimes the very intensity of his denial 
suggests that the interpretation is close to the truth. But we must remem- 
ber that when the therapist confronts the patient with painful ideas, 
refusal to accept them may indicate the patient’s efforts to retain his 
self-respect and self-confidence. As Kubie points out: 


Confrontations which reach to deeper levels, challenging the patient to recog 
nize some of the buried sources of his difficulties, must be rejected by the 
patient if they are not to precipitate him into unmanageable terror, guilt or 
depression. One learns slowly not to force a patient to look at painful facts 
about himself until some understanding of their origins and purposes have 
been achieved. Sometimes, therefore, one may have to withhold interpretations 
during many months of patient exploration (5, p. 31). 


For these reasons, interpretations are made sparingly and are presented 
in a tentative way. Moreover, the therapist does not argue or try to prove 
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his poini i i 

R ie parole patient resists the interpretation. Even though argu- 

ae a in convincing a patient that an interpretation was a 

aira ar ive er could still be a failure. The primary aim of inter- 
station is to extend the awareness of th i itis not i 

oe aes cee a of the patient; it is not to persuade him 
ning about himsel i i 

Gee ghd pene A f, but to enable him to perceive some- 
To : . 

m. baste this point more thoroughly, consider this example: A 

ater ie! independent, rejects help and sympathy, and feels 

i. a 7 riven to achieve success. The therapist, building a case that 

gic-tight, convinces the man that his independent behavior is a re- 


acti i ; s 
ion against his great desire to be taken care of, to be protected, and 


to be t 5 
enderly nurtured. However, even though the man is convinced. 
> 


h 
on co achinlly feel or experience this desire. His knowledge of him- 
He stil] naive increased, but his perception of himself remains unaltered. 
em not tell those moments when the desire is actually present 
ink ene! consequently he cannot relate any sense of frustration 
Tau satisfied desire nor take steps to satisfy it. His belief in the 
me s explanation does not enable him to feel what it is like to want 
g care; he cannot identify the distinctive bodily processes and inter- 


er Banik A 2 
Se ‘ig situations that are called “wanting to be taken care of.” Effective 
pretation should make it possible for him to differentiate and to 


ie these feelings. 

ine ae 8. An eighteen-year-old boy who has been deeply attached to 
his en ream at a point in therapy where he is ready to experience 
remark s se resentment toward her. The therapist makes an interpretive 
Miether B that the boy really feels strong resentment toward his 
boy ne ie patient agrees. This agreement could mean either that the 
valid ex $ y experiences his resentment or merely that he believes it is a 
would xplanation of his behavior. What could the therapist notice that 

indicate that the boy actually feels his resentment? 


INTERPRETIVE OBSERVATIONS 


events discussed 


Extend Awareness. The 
the time of their 


Usi 
ing Therapeutic Events to 
ed with reference to 


by pati 
oo can be roughly group 
a oe. feelings, and motive: 

DE ew months ago 

7 baci that are current but outside the therapy session 
The e that occur during the ther: 
vivi T a order of these events is app 
are to me and freshness of the experie' 
earn what it is like to feel hostile, depen 


s that took place in the past, say more 


apy session itse 
roximately the same as the clarity, 
nces as they are recalled. If you 
dent, or seductive, your 
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task will be easier if the experience is clear and recent. It is a plausible 
hypothesis, then, that awareness can be extended more rapidly by help- 
ing the patient identify those motives and feelings that take place in the 
therapy session than by helping him identify those that occurred a long 
time ago. It is equally true that the events of the therapeutic session can 
be used to extend awareness of the patient’s ways of dealing with people, 
his assumptions about them, and his “security operations” (i.e., his tech- 
niques for avoiding anxiety). The problem is to arrange the therapy 
session so that significant emotional and motivational events can take 
place and be utilized. 

One of the discoveries of psychoanalysis concerns the therapeutic use 
of feelings in the therapy session. That discovery was of “transference.” 
In transference, the patient manifests intense but inappropriate feelings 
toward the therapist. Usually they take the form of strong affection or 
marked hatred, both of which are unjustified by anything the therapist 
has done or said. Psychoanalysts feel that transference reactions are 
essentially repetitions of significant relationships that the patient experi- 
enced early in life. When, through the interpretation of tranference re- 
actions, the patient gains insight into the relation between these early 
experiences and the present emotion, the transference is dissolved. 

Transference reactions occur in daily life as well as in therapy. In 
their less intense forms, they correspond to what we have called “un- 
witting assumptions” about people. Many of us react to others as if they 
were dangerous, untrustworthy, rejecting, or domineering, and these re- 
actions occur before we have factual evidence to support them. In daily 
life, such reactions go unnoticed and unanalyzed. In therapy, they become 
the most significant material for analysis and interpretation. For some 
therapists, transference provides significant material because it dupli- 
cates relationships of the remote past and thus permits the patient to 
understand present desires and emotions in terms of the past. For other 
therapists, the significance of transference is that it arouses the patient's 
distinctive motives and emotions during the therapy session. By focusing 
on these, the therapist can help the patient become aware of what he 
wants and feels and how he expresses these wants and feelings. 

Therapist Activity in Dealing with the Events of the Therapy Session. 
One way the therapist can extend the patient’s awareness is to make 
interpretations, which we described in a preceding section. If a patient 
suddenly becomes silent and the therapist believes that the patient is 
irritated, he may say: “Perhaps your silence shows irritation toward me.” 
This kind of remark is easy to deny, and the patient may insist that he is 
simply thinking to himself. But there are other things that a therapist 


can do. 
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Some remarks by the therapist are not inferential interpretations and 
yet they are based on observations that could lead to interpretations. We 
may call these remarks interpretive observations, because they have the 
same purpose as interpretations but do not contain grounds for argument. 
There are several kinds of these observations. 

One is a descriptive comment by the therapist. Thus, with an irritated, 
silent patient, the therapist may describe something the patient is doing: 

I notice your jaw is tense,” or “Your fists are clenched.” Here, the ther- 
apist calls attention to an obvious or “surface” aspect of the pattern of 
irritation but leaves the labeling up to the patient. If the emotion is 
repressed, the patient will not experience it as irritation. He may simply 
reply that he feels tense. Then the therapist helps the patient elaborate 
the qualities of this kind of tenseness, or he may ask what is causing the 
tenseness. The patient may discover that it began when the therapist 
made a remark that sounded critical. Eventually, he may experience his 
tenseness as irritation. 

_ Another way to bring about interpretive observation is to ask the pa- 
tient to describe what he is doing. Or he may say: “How would you 
at this moment?” The patient may choose to 
hts, his posture, or the therapist's behavior. 
d and what is omitted and encourages 
Resistance to certain kinds of 


escribe what is happening 
escribe his feelings, his thoug 
e therapist notes what is observe 
© patient to make a fuller description. 
observation can be noticed and made the object of attention. 
A third kind of observational comment is a statement of the therapist’s 
pipe feelings. He may say to the silent, irritated patient: “I feel shut 
ea This remark is not an inference. It is a report of the therapist's 
s Servation of himself. If the patient insists he did not intend to produce 
neh a feeling, the therapist makes it clear that he is not accusing the 
Patient of anything. He is simply reporting his own feeling, but it modifies 
€ interpersonal situation. 
it hese remarks have several advantages over inferential inte c 
St, they extend the patient’s awareness of what is actually happening. 
© verbal summaries and causal hypotheses can come later. Secondly, 
bat ens give no basis for logical refutation. The patient may mee 
@ oe therapist had hidden motives for picking out an observation, ut 
and i themselves do not give a clue to the motives. Thus a me 
and e her kinds of assumptions about the therapist can be made exp i 
ions pee be examined. Third, such remarks avoid premature interpreta- 
a= he patient has ample opportunity to draw his own conclusions. 
rate n proceed to accumulate new perceptions and insights at his own 
ee While the therapist is actively stimulating the work of therapy: 
Y, since these remarks allow patients to come to their own conclu- 


rpretations. 
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sions about the meaning of their actions, new insights are usually ac- 
cepted and acted upon better than those the therapist makes to the pa- 
tient. 

We must remember that even interpretive observations are somewhat 
threatening to patients and must be used with care. The mere act of call- 
ing the patient's attention to something that he is doing may be construed 
as criticism and thus may arouse defensiveness, The therapist’s problem, 


then, is to keep the work of therapy going ahead without destroying the 
security of the relationship for the patient, 


USING NONVERBAL FORMS OF EXPRESSION 


One of the themes running through this chapter is that therapy consists 
of experiences rather than intellectual information. The patient grows, 
not so much by being able to give accurate verbal explanations as by 
having experiences that contradict and expand his previous perceptions of 
self and of others. Here is a simple example from an actual therapy 
session: A patient says that she fears the demands that other people make 
upon her, and that she wishes they would stop dem 
therapist replies that he is willi 


» then you won’t give 
d demand wouldn’t be 


to do anything for you.” The important 
outcome of this episode is that the patient discovers a new feeling: dis- 


comfort because of the absence of external demands. No matter what the 
explanation may be, she is faced with a new perception of herself which 
must somehow be integrated with older ones, 

Perhaps we can now understand better the task of the the 
ranging for the patient to have new experiences, We h 
out how the transference phenomenon leads to these 
possible to see other methods too. Clay, finger pain 
terials permit expression on nonverbal levels, and patients may derive 
useful experiences from working with them, i 

To show how patients can utilize th 


episode that occurred during the fifth month of therapy with a twenty- 
four-year-old single woman. She had been struggling with the problem 
of her conscience. She had come to feel that she was incapable of spon- 
taneity and joyfulness, because she continually gave herself orders to do 
what was proper and correct. In one of the sessions, the therapist gave 
her some modeling clay and asked her to play with it while she talked. 
After a few minutes, she rolled it into a ropelike form, partially coiled. 


rapist in ar- 
ave already pointed 
experiences, but it is 
ts, and drawing ma- 


ese materials, we can report an 
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When the therapist asked what she had made, she hesitated and finally 
replied with a giggle that it was a bowel movement, Then she dropped 
it on the floor and laughed. 

The therapist smiled but did not comment on what she had done. He 
felt the experience by itself was sufficient. What had the patient dis- 
covered? First, she actually experienced the fact that she had produced 
a model of something not discussed in polite society. Secondly, she found 
that there was more permissiveness in the therapeutic relationship than 
she had hitherto experienced. There was no need to try to find more 
meaning in the experience. For this inhibited woman it was enough to 
discover that she was capable of doing something “nasty” without being 
asked to explain it. 

Art materials are not brought into therapy as tasks imposed on the 
patient but as avenues for expression or as experiments “just to see what 
will happen.” When a patient says he has a feeling he can’t describe, the 
therapist may suggest trying to put some colors on paper to represent 
it. Or the therapist may ask for elaboration of a feeling by means of a 
drawing, Suppose a patient describes his mother as a “monster. Then 
he may be asked to draw a crude picture of the kind of monster she is. 
Such a request may be surprising and may bring protests that he didn’t 
really mean a monster and couldn't draw anything. Even this kind of 
response is useful, however, since it opens the question about the differ- 
ence between calling his mother a monster and actually drawing her as 
one, 

Sometimes the therapist will encourage the patient to tell what he is 
feeling as he makes a picture or a clay figure. At other times the emphasis 
will be on the way the patient goes about expressing himself nonverbally: 
carefully, impulsively, hesitantly, intensely, and so on. Then, too, it is 
useful to call attention to the disposition that is made of the art product. 
A patient may make a figure and quickly destroy it; or he may hand it 
to the therapist. Occasionally he may continue to hold it and stroke it. 
Art work widens the range of tactual, muscular, and visual experiences 
that therapy can provide. And, just as the verbal expression of fear or 
anger can bring some relief, so the making and destruction of a clay 


figure or drawing can bring relief. 


PROBLEMS OF THE BEGINNING THERAPIST 
omething about the way therapy is carried 


We have tried to show you s 
out, but there is obviously much more to learn. Further reading will help 
t make you feel entirely 


Prepare you for therapeutic work, but it cannot m: ou Í 
ready for your first attempt at treatment. Any beginner is likely to feel 
Confused and unsure of himself as the concrete details of a patients 
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feelings and actions are revealed. How shall he select the important 
material for interpretation? When and how shall he interpret it? How can 
he know whether he is building a solid therapeutic relationship? These 
questions are important, but they cannot really be answered in advance 
for any case. 

We can, however, point out some of the attitudes that often interfere 
with the effectiveness of the beginning therapist. Pointing them out will 
probably not change them, but at least beginners can try to be aware of 
their effects and perhaps can modify their overt behavior somewhat. 

Preoccupation with Theories about the 
has been exposed to a great deal of inf 
meanings of symptoms. He has learned 
reaction-formation, undoing, 
has acquired labels for vario 


Patient. The beginning therapist 
ormation about the causes and 
about projection, rationalization, 
and about other defensive maneuvers. He 
us kinds of people: oral-dependent, cycloid, 
cerebrotonic, and the like. It is understandable, therefore, that in his 
therapeutic work he should try to figure out which labels apply. And he 
will try to solve the puzzles presented by the patient’s symptoms. He 
wants to find the causes of the overanxious and ineffective behavior that 
he sees and hears about. 


In itself, there is nothing wrong about this kind 
trouble comes from doing it durin 


there is a good chance 
: spontaneously without 
laboriously searching for them. 

For example, a patient may s 
telling funny episodes to the th 
like to move forward with thera, 


pend the initial portion of a session in 
erapist. The therapist laughs but would 
he realizes that the patient 


ment. Instead of wondering whether the pati 
childhood for clowning, he keeps close to 
present behavior. And instead of theorizin: 
courages the patient to notice it. 

Feeling an Obligation to the Patient. Beginning therapists are prone to 
explain and interpret too hastily and too often. It makes no difference 
whether or not their explanations are Correct; the point is that they are 
not likely to be effective. One reason why therapists overdo their intel- 
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lectual summaries is that they feel they must “give the patient something 
to take away with each session.” And the “something” is a new insight. 
This sense of obligation can easily result in poorly timed interpretations. 
It can also bring the patient to expect that the therapist will always have 
some important message for him. 

While it is true that the therapist does have an obligation to every 
patient, that is not the same as saying he must give the patient new 
understanding in every session. The therapist’s obligation is to conduct 
the therapeutic process so as to help the patient, but it is unrealistic to 
assume that every session must represent a clear step forward. Moreover, 
the beginning therapist should realize that a comfortable hour spent 
with the therapist may often be reward enough to the patient. We fre- 
quently discover that a session in which very little seemed to happen at 
the verbal level may have been quite satisfying to the patient. 

Eagerness for Success. Therapists are delighted when patients are mak- 
ing progress and feeling better about themselves. But with the long dry 
spells of discouragingly slow improvement, the therapist may become 
uneasy, Then the usually relaxed and acceptant therapist feels impelled 
to shove the patient forward. He may try to guide the discussion to topics 
that seem more fruitful than those currently discussed; he may start in- 
tensive probing; or he may begin to interpret in a heavy-handed way. 
All this is not likely to improve the situation or the patient. 

The patience to continue therapeutic work gently when little seems to 
be happening is a great asset to the therapist. It helps the patient, too, 
for the therapist’s unhurried pace at such times enables him to face his 
own discouragement better. These periods may not be due to mistakes the 
therapist has made; in fact, they may be intervals when understanding 
and insights are being integrated preparatory to further progress. Chang- 
ing one’s time perspective is a help in meeting these lulls; each session 
must be seen as a small part of an enterprise that can last several years. 

Despite insensitivity, impatience, and uncertainty, the beginning ther- 
apist can be of real assistance to the patient. With supervision, he can 
minimize the effects of his inexperience. In preparation for therapy he 

as learned to deal with people in diagnostic interviewing and testing, 
and he has acquired a sense of his professional responsibility. Coupled 
With his commitment to the task of helping people grow through self- 
understanding, his training will surely function effectively. 

What good is psychotherapy? As good as man’s faith in his humanity. Men 
have always believed in their ability to change for the better and to help each 
Other so to change—through mutual assistance, love, religion, and art. Con- 
ceived in the broadest terms psychotherapy derives from the same faith and, 
employing of necessity some of the same means, attempts to formulate these 


More precisely (8, p. 303). 
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Emphasizing the professional psycholo- 
gist as a counselor, this book presents 
the basic theories and concepts of clin- 
ical counseling, and describes the knowl- 
edges and skills essential to sound — 
counseling practice. 


The authors believe that effective prac- 
tice requires insight into trait and factor, 
personality, learning, and perception 
theories, into group dynamics, and sta- 
tistical orientations. This book is, there- 
fore, a combination of the “why” and 
“how” of counseling psychology. Be- 
cause psychologists offer their services 
to the public, attention is given to prin- 
ciples and the ethical code of the Amer- 
ican Psychological Association. 
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The book progresses from the begin- 
nings of professional training through 
the principles and tools of the counselor . 
into the nature of the problems which | 
are his major concern, Aptitudes, abili- d 
ties, interests and motivations are care- 
fully considered. The book closes by 
considering prognosis and predictions of 4 
case outcomes and the evaluation of | 
counseling in terms of a research ap- | 
proach. À 
This second edition of the authors’ Gen- | 
eral Clinical Counseling retains the same | 
basic coverage and organization, but has 7 
been carefully revised, improved, and l 
brought fully up to date to include new | 
materials affecting practice in general 
and the interview in particular. 
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